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FROM  THE  DELAWARE  CANCER  NETWORK* 

GYNECOLOGIC  MALIGNANCIES 


The  Gynecologic  Oncology  Group  (GOG)  was 
formed  in  1970  for  the  purpose  of  improving  the 
treatment  results  of  patients  with  gynecologic 
cancer  through  a multidisciplinary  approach. 
Since  1977  the  Wilmington  Medical  Center  has 
been  associated  with  GOG  through  its  affiliation 
with  the  Jefferson  Medical  College  of  Thomas 
Jefferson  University.  This  has  promoted  a greater 
awareness  and  stimulated  interest  on  the  part  of 
private  physicians,  oncologic  specialists,  and 
others  in  current  thinking  about  the  management 
of  patients  with  gynecologic  malignancies. 

Weekly  gynecologic  oncology  conferences  have 
long  been  a part  of  the  ongoing  educational  ac- 
tivities of  the  Department  of  Obstetrics  and 
Gynecology  at  the  Wilmington  Medical  Center. 
These  conferences  are  attended  by  representatives 
from  radiation  therapy,  medical  oncology,  path- 
ology, and  interested  physicians,  nurses  and  other 
paramedical  personnel,  as  well  as  residents  and 
medical  students.  Twice  a month,  in  alternation, 
Drs.  James  Lee  and  George  Lewis,  gynecologic 
oncologists  from  Jefferson,  are  in  attendance,  add- 
ing to  the  discussions,  and  are  available  for  con- 
sultation. These  conferences  are  held  every  Thurs- 
day at  noon  at  the  Wilmington  General  Division 
and  are  open  to  any  physician  who  may  wish  to 
attend. 

Besides  promoting  the  educational  aspects 
through  GOG,  it  is  possible  to  participate  in  the 
various  protocols  aimed  toward  improving  the 
treatment  of  gynecologic  cancer. 

GOG  protocols  are  classified  according  to  site, 
stage,  and  histologic  type.  There  are  essentially 
three  site  divisions:  vulva,  uterus,  and  ovary. 
Uterus  is  subdivided  into  cervix  and  endometrium. 
All  sites,  except  the  cervix,  have  protocols  spe- 
cifically for  surgical-pathologic  study.  To  qualify 
for  entry  into  protocol,  certain  criteria  must  be 

Dr.  Slate  is  director  of  the  Department  of  Obstetrics-Gynecology 
of  the  Wilmington  Medical  Center. 

*An  NCI-supported  agency  located  at  1200  Jefferson 
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met.  For  example,  at  the  time  of  exploration 
for  what  seems  to  be  an  early  ovarian  tumor,  peri- 
toneal fluid  or  washings  should  be  examined  for 
cytology;  careful  visualization  of  the  diaphragm 
and  omental  biopsy  as  well  as  para-aortic  lymph 
node  exploration  and  biopsy  are  needed  to  de- 
termine the  full  extent  of  the  disease.  It  is  now  rec- 
ognized that,  unless  these  specific  steps  are  taken 
to  determine  extent  of  spread,  tumor  staging  may 
be  underestimated,  and  hence  inadequate  treat- 
ment is  rendered.  Similarly,  in  patients  with  un- 
differentiated adenocarcinoma  of  the  endometrium 
the  importance  of  adequate  para-aortic  lymph 
node  evaluation  is  stressed  because  some  failures 
of  treatment  may  be  attributed  to  lack  of  recogni- 
tion that  tumor  has  already  spread  to  these  nodes 
and,  as  a consequence,  inadequate  treatment  was 
given. 

The  objective  of  other  protocols  is  to  determine 
the  value  of  new  agents,  various  combinations  of 
drugs,  or  the  best  dosage  and  schedule  of  estab- 
lished drugs  or  radiation  therapy.  For  example, 
Gis-Platinum  shows  some  promise  of  being  effec- 
tive against  carcinoma  of  the  cervix,  but  the  op- 
timal schedule  has  not  been  determined.  This  is 
being  evaluated  in  one  of  the  protocols.  A num- 
ber of  other  protocols  are  available  for  treating 
women  with  advanced  gynecologic  malignancies. 

The  protocols  are  constantly  being  reviewed 
by  the  study  chairmen  and  by  group  committees 
at  the  GOG  semi-annual  meetings.  The  continued 
value  of  each  protocol  is  determined,  and  recom- 
mendations are  made  for  improvement  or  to  close 
a study  if  it  has  not  been  shown  to  be  effective. 

Any  interested  physician  or  a physician  who 
may  have  a patient  suitable  for  treatment  using 
one  of  the  protocols  is  encouraged  to  call  the 
protocol  nurse  at  (302)  428-4440.  Thereby  pa- 
tients can  have  the  opportunity  to  receive  the 
most  current  and  effective  treatment  available. 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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We  are  proud  of  the  fact  that  we  have  been  able 
to  provide  high  quality  laboratory  tests  with- 
out following  the  trend  of  other  medical  services 
which  have  more  than  doubled  in  cost  since  1967. 
Sure,  our  costs  have  gone  up  as  inflation  increased 
the  cost  of  our  electric,  heating  fuels,  supplies  and 
other  expenses,  but  our  increases  are  limited  to  those 
kinds  of  uncontrollable  changes  our  economy  has 
experienced  in  recent  years.  Also,  our  labor  costs 
have  increased  as  wages,  salaries,  and  benefits  have 
been  adjusted  to  allow  the  people  who  work  at  Pro- 
fessional Clinical  Laboratories  to  keep  up  with  in- 
flation. This  means  we  do  have  to  work  hard  to  keep 
costs  down.  The  PCL  System  is  working  to  help  you 
fight  inflation  in  your  personal  and 

family  health  care  costs,  and  the 

figures  prove  it. 

So  if  you  are  a patient  looking  for  a 
dependable  laboratory,  consider  Pro- 
fessional Clinical  Laboratories.  If  you 
are  a physician  who  needs  daily  pick- 
ups at  the  office  and  prompt  reporting, 
or  a business/government  entity  look- 
ing to  lower  your  medical  cost  for  em- 
ployees, consider  our  record  of  per- 
formance and  cost  containment  when 
you  look  at  your  budget  expenses.  Our 
customer  representative  will  provide 
the  information  you  would  need  to 
decide  how  you  can  improve  your 
expenses  chart  next  year. 
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MEDICAL  RECORDS 


In  recent  weeks,  there  has  been  a flurry  of 
articles  in  the  lay  press  concerned  with  patients’ 
access  to  their  medical  records.  The  topic  of  medi- 
cal records  clearly  is  in  vogue,  and  numerous 
third  party  organizations,  the  Federal  government, 
insurance  agents,  and  now  patients  claim  that  they 
have  a right  of  access.  A few  of  these  requests 
are  justified  in  a very  limited  sense,  but  clearly 
the  most  important  issue  of  all  is  the  confidenti- 
ality of  a patient’s  medical  record,  and  this  must 
be  defended.  There  are  presently  two  Federal 
bills  in  the  legislative  hopper,  HR  2979,  “The 
Federal  Privacy  of  Medical  Records  Act,”  and 
HR  3444,  “The  Privacy  of  Medical  Information 
Act.”  Perhaps  no  law  is  acceptable  except  one 
that  severely  restricts  the  right  of  access  without 
the  patient’s  consent.  Nevertheless,  there  are 
laws  in  several  states,  and  now  there  is  a move 
to  enact  Federal  legislation.  Both  of  the  Federal 
bills  would  take  precedence  over  any  state  laws, 
and  since,  as  a rule,  Federal  legislation  leads  to 
a series  of  regulations  written  by  HEW,  I per- 
sonally concur  with  the  AMA’s  position  that  if 
any  privacy  of  medical  records  legislation  is  to 
be  forthcoming,  it  should  be  at  the  State  level, 
and  not  the  Federal. 

At  a local  level,  the  lay  public  could  easily  get 
aroused  to  favor  the  general  position  that  the 
record,  whether  it  be  in  the  hospital  or  in  the 
doctor’s  office,  belongs  to  the  patient  since  it  is 
about  the  patient.  Presently,  some  80  or  90% 
of  people  believe  that  they  have  free  access  now, 
and  would  be  alarmed  and  probably  act  accord- 
ingly if  they  were  told  that  they  did  not  have  free 
access. 

In  discussing  the  problem  with  many  physi- 
cians, one  finds  the  other  side  of  the  coin,  which 
is  that  the  medical  record  is  the  physician’s  record 


of  his  thoughts  about  a patient,  and  that  since 
the  record  was  written  by  the  physician  for  the 
physician  the  patient  should  not  have  direct  access 
to  the  record. 

Since  the  problem  very  rarely  comes  up,  from 
a practical  point  of  view  it  is  a non-issue,  but  it 
may  well  be  that  legislators  will  choose  to  make 
it  an  issue.  Most  of  the  discussion  in  the  press 
seems  to  center  on  the  hospital  record,  and  it  is 
unclear  about  the  doctor’s  office  record.  Perhaps 
a line  should  be  drawn  between  the  two,  but  there 
are  many  inherent  difficulties  with  this;  and  if  put 
to  the  test,  I suspect  that  the  legal  world  might 
well  hold  that  laws  that  govern  the  hospital  record 
also  govern  the  “patient’s  record”  in  a doctor’s 
office. 

Clearly,  if  a bill  is  introduced  that  gives  a pa- 
tient free  access  to  his  entire  medical  record  on 
demand,  the  passage  of  such  a law  should  be  re- 
sisted by  the  medical  profession  with  as  much 
force  as  we  can  muster.  One  result  of  passage  of 
such  a bill  would  be  that  a physician  would  screen 
what  he  would  record  so  that  the  patient  would 
not  be  upset  if  he  asked  to  read  the  record.  This 
clearly  would  make  a medical  record  of  little 
value.  Let  us  hope  that  if  legislation  is  to  be 
passed  in  Delaware  it  does  not  take  such  an  ex- 
treme point  of  view. 

Presently,  there  is  no  law  in  the  State  of  Dela- 
ware that  governs  medical  records,  and  the  rules 
that  the  profession  and  hospitals  use  which  have 
worked  so  well  for  so  many  years,  turn  out  to  be 
tradition,  custom,  hospital  rules,  or  individual 
physician’s  personal  preference  of  how  records 
should  be  best  handled.  Such  practices  have 
served  the  public  well  and  I believe  will  continue 
to  do  so  as  they  have  protected  the  record  from 
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the  intrusion  of  third  parties,  Federal  government, 
and,  when  medically  advisable  in  rare  instances, 
from  the  patient  himself. 

If  a law  is  to  be  passed,  however,  it  might  well 
be  structured  so  that  it  allows  access  to  the  record 
by  third  parties  only  under  very  stringent  circum- 
stances and  with  the  permission  of  the  patient; 
and,  finally,  so  that  it  permits  the  patient  to  have 
access  to  his  records  under  controlled  circum- 
stances and  if  it  is  thought  not  to  be  harmful  to 
the  patient  by  his  physician.  At  any  time  upon 
request,  the  medical  record  could  be  forwarded 
to  another  physician  of  choice,  to  be  interpreted 
by  the  new  physician.  This  in  essence  is  what 
we  are  already  doing  today.  The  record  and  the 
patient  would  be  protected,  and  the  patient  would 
be  assured  the  access  which  he  is  now  being  told 
that  he  needs. 
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the  generic  name. 
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What  Blue  Cross  and  Blue  Shield  of  Delaware  does  not  cover. 

Blue  Cross  and  Blue  Shield  benefits  are  comprehensive  — 
but  there  are  limits.  Why?  With  restrictions,  health  benefits  are 
expensive.  Without  limits,  they’d  be  unaffordable. 

And,  all  of  us  have  an  interest  in  keeping  health  benefits 
affordable. 

What  is  not  covered?  Limits  are  spelled  out  in  virtually  all 
Blue  Cross  and  Blue  Shield  benefits  books  and  contracts.  But  — 
just  as  a reminder — we’ll  be  using  this  space  incoming  months 
to  discuss  procedures  and  services  which  are  not  covered. 

This  month:  Dental  Admissions.  We  do  not  cover 
hospitalization  for  dental  procedures  except  when  the  patient 
has  a second  severe  medical  and  nondental  problem  which 
would  be  dangerously  complicated  by  the  dental  procedure. 
Some  examples  of  procedures  where  hospitalization  is  generally 
not  covered: 

• Extractions  of  normal,  abscessed  or  diseased  teeth. 

• Restorative  dentistry  or  the  filling  of  decayed  teeth. 

• Removal  of  impacted  wisdom  teeth,  in  cases  where  the 
procedure  can  be  performed  safely  on  an  outpatient 
basis. 

In  coming  months  we’ll  discuss  other  Blue  Shield  coverage 
limitations. 
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MYCOTIC  CAROTID  ANEURYSM 


Nercy  Jafari,  M.D. 
Naweed  K.  Majid,  M.D. 

Mustafa  Oz,  M.D. 
Allen  L.  Davies,  M.D. 


Mycotic  carotid  artery  aneurysm  is  a rare  dis- 
ease with  a grave  prognosis.  Several  factors  pecul- 
iar to  this  entity  distinguish  it  from  other  lesions. 
Such  aneurysms  are  more  common  in  the  older 
age  group,  and  clinically  may  mimic  submandibu- 
lar abscesses.  They  may  even  cause  respiratory 
distress.  Prompt  recognition,  definitive  diagnosis 
by  angiography,  and  immediate  surgical  treatment 
have  increased  survival  of  patients  with  mycotic 
carotid  artery  aneurysm. 

Case  Report 

A 76-year-old  man  was  referred  to  the  Wil- 
mington Medical  Center  with  swelling  in  the  right 
side  of  the  neck  of  ten  days’  duration.  At  the 
time  of  admission  he  complained  of  difficulty  in 
swallowing,  hoarseness,  and  shortness  of  breath. 
Four  weeks  prior  to  admission  he  had  undergone 
gastric  resection  for  a bleeding  antral  ulcer,  which 
had  been  preceded  by  repair  of  a hiatus  hernia. 

Dr.  Jafari  is  an  Assistant  in  the  Department  of  Thoracic  and 
Cardiovascular  Surgery  at  Lankenau  Hospital,  Philadelphia.  He 
was  formerly  a senior  resident  in  cardiothoracic  surgery  at  the 
Wilmington  Medical  Center. 

Dr.  Majid  is  a surgeon  in  the  U.S.  Air  Force  stationed  at 
Weisbaden,  Germany.  He  was  formerly  a resident  in  cardio- 
thoracic surgery  at  the  Wilmington  Medical  Center. 

Dr.  Oz  is  a senior  member  of  the  Department  of  Surgery,  Sec- 
tion of  Thoracic  Surgery  at  the  Wilmington  Medical  Center,  Wil- 
mington, Delaware. 

Dr.  Davies  is  a senior  member  of  the  Department  of  Surgery, 
Section  of  Thoracic  Surgery  at  the  Wilmington  Medical  Center, 
Wilmington,  Delaware. 


At  the  time  of  his  readmission  with  swelling  in 
his  neck  his  rectal  temperature  was  38.33°  C 
(101°  F).  There  was  an  indurated  submandi- 
bular mass  on  the  right,  which  extended  to  the 
supraclavicular  area.  The  mass,  which  was  pul- 
satile and  tender,  measured  5 x 10  cm.  The  re- 
mainder of  his  physical  examination  was  normal 
except  for  a recent  surgical  scar  from  laparotomy 
for  gastric  resection.  Initial  treatment  consisted 
of  the  intravenous  administration  of  one  gram  of 
ampicillin  every  four  hours.  In  addition  to  the 
routine  blood  tests,  esophagography  and  angi- 
ography were  planned,  but  a few  hours  after  ad- 
mission the  patient  developed  severe  respiratory 
distress  requiring  emergency  endotracheal  intuba- 
tion. 

After  stabilization,  an  immediate  aortic  arch 
dye  study  via  the  femoral  artery  was  performed. 
An  aneurysm  measuring  4 cm  was  noted  at  the 
bifurcation  of  the  right  common  carotid  artery 
with  extravasation  of  dye  extending  to  the  right 
lower  cervical  region  in  the  late  phase  of  the  ar- 
teriogram. (Figure  1 ) The  arch  of  the  aorta,  the 
left  subclavian  and  the  left  carotid  arteries  were 
normal;  both  vertebral  arteries  were  patent.  The 
diagnosis  of  a probable  mycotic  aneurysm  of  the 
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Arch  aortogram  showing  aneurysm  of  right  internal 
carotid  artery. 


right  carotid  artery  was  made.  Exploration  of 
the  neck  was  carried  out  through  an  incision  along 
the  anterior  border  of  sternocleiodomastoid  mus- 
cle from  the  mandible  to  the  manubrium.  Con- 
trol of  proximal  bleeding  was  obtained  by  en- 
circling the  common  carotid  in  the  base  of  the 
neck.  While  an  attempt  to  obtain  distal  control 
was  in  process,  however,  the  aneurysm  was  rup- 
tured and  massive  back  bleeding  ensued.  This 
was  temporarily  controlled  with  finger  pressure 
while  dissection  of  the  internal  and  external  ca- 
rotid arteries  were  carried  out.  The  common 
carotid  artery  was  doubly  ligated  with  No.  0 Pro- 
lene  suture  material,  and  the  stumps  of  the  in- 
ternal and  external  arteries  were  oversewn  with 
No.  000  Prolene. 

Culture  of  the  aneurysmal  sac,  as  well  as  blood 
cultures,  was  positive  for  coagulase  positive 
Staphylococcus  aureus . The  ampicillin  was  dis- 
continued after  the  results  of  the  cultures  were 
obtained,  and  intravenous  methicillin,  two  grams 
every  six  hours,  was  administered  for  three  weeks. 


Pathologic  examination  of  the  specimen  showed 
atherosclerotic  changes  in  the  blood  vessel  walls 
with  fibrous  thickening  of  the  intima,  inflamma- 
tory cells,  and  fibrous  reaction.  Purulent  debris 
within  the  arterial  wall  confirmed  the  diagnosis  of 
a mycotic  aneurysmal  sac  of  the  carotid  artery. 

The  patient  made  a complete  recovery  with  no 
evidence  of  any  neurologic  deficit.  The  patient 
was  discharged  from  the  hospital  on  the  28th  post- 
operative day. 

Discussion 

The  term  mycotic  aneurysm  was  first  used  by 
William  Osier  to  denote  an  arterial  aneurysm  due 
to  suppuration  of  the  arterial  wall.1  The  some- 
what misleading  term  was  apparently  chosen  be- 
cause of  bead-like  aneurysms  in  the  aorta  of  one 
of  Osier’s  patients.  He  described  the  source  of 
the  infection  as  malignant  mycotic  endocarditis. 

Crane  has  divided  arterial  suppuration  into  two 
groups:  primary  aneurysms  occurring  from  a dis- 
tant or  unknown  source  of  infection,  and  second- 
ary aneurysms  associated  with  intravascular  in- 
fection, such  as  bacterial  endocarditis.2  Second- 
ary mycotic  aneurysms  arise  by  deposition  of  or- 
ganisms onto  a site  of  atherosclerosis  or  by  em- 
bolization. In  the  past,  most  mycotic  aneurysms 
were  secondary  to  subacute  bacterial  endocarditis. 
In  recent  years,  however,  since  the  use  of  antibi- 
otics has  resulted  in  increased  numbers  of  antibi- 
otic-resistant organisms,  such  organisms  as  staphy- 
lococcus have  made  their  appearance.  In  our 
patient,  the  primary  source  of  infection  was  never 
found.  In  review  of  literature  on  this  subject,  no 
cause  was  found  in  40%  of  such  cases.37  In 
1955,  Shea  reported  a 58-year-old  man  with  a 
mycotic  aneurysm  of  the  common  carotid  artery 
whose  blood  cultures  had  all  been  reported  as 
negative.8 

Intensive  antibiotic  therapy,  preoperative  angi- 
ography, and  immediate  operation  are  imperative. 
In  1970,  Cliff  and  associates  reported  a 59-year- 
old  woman  who  died  two  days  after  operation  for 
a ruptured  aneurysm  of  the  carotid  artery.3  If 
there  is  no  evidence  of  atherosclerotic  change  on 
the  contralateral  side,  excision  of  the  affected  ar- 
terial segment  with  proximal  and  distal  ligation 
of  the  carotid  artery  is  feasible.  Otherwise,  at- 
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tempts  at  primary  anastomosis,  autogenous  graft, 
or  endarterectomy  of  the  contralateral  side  prior 
to  excision  and  ligation  of  the  aneurysm  become 
necessary.  Implantation  of  prosthetic  grafts  in 
infected  areas  have  never  proven  safe  or  satisfac- 
tory. Thrombosis  and  rupture  are  responsible  for 
the  grave  and  lethal  prognosis  of  the  disease. 

Summary 

A 76-year-old  man  with  a mycotic  aneurysm  of 
the  right  carotid  artery  whose  treatment  by  sur- 
gery was  successful  has  been  presented,  and  the 
prognosis,  diagnosis,  and  management  of  the  dis- 
ease discussed. 
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PROCEEDINGS  OF  THE 


HOUSE  OF  DELEGATES,  1979 


MEDICAL  SOCIETY  OF  DELAWARE 


The  190th  Annual  Meeting  of  the  House  of  Dele- 
gates, Medical  Society  of  Delaware,  was  called  to 
order  at  the  Delaware  Academy  of  Medicine,  Wil- 
mington, Delaware,  on  Friday,  November  16,  1979, 
at  1:30  p.m.,  with  Anthony  L.  Cucuzzella,  M.D., 
President,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to  ac- 
cept the  minutes  of  the  1978  Session. 

Dr.  Cucuzzella  then  turned  the  meeting  over  to 
Henri  F.  Wendel,  M.D.,  who  acted  as  Speaker  of  the 
House  for  the  reports  of  the  Reference  Committees 
and  the  other  Society  business. 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

The  President’s  Page  of  the  October,  1979  issue  of 
the  Delaware  Medical  Journal  noted  that  the  future 
of  medicine  might  be  approached  with  "guarded  op- 
timism.” Of  course,  much  of  what  will  happen  in 
the  future  regarding  the  practice  of  medicine  may  be 
decided  by  legislation  over  which  we  have  little  or 
no  control.  There  are,  however,  certain  warnings  on 
the  horizon  and  matters  that  can  be  controlled  by 
responsive  action  on  the  part  of  physicians  in  Dela- 
ware. 

Currently,  in  Delaware,  there  are  no  separate  li- 
censing boards  for  physician’s  assistants,  nurse  prac- 
titioners, and  nurse  midwives.  Physician’s  assistants 
are  generally  covered  under  the  Code  of  Medical  Prac- 
tice, nurse  practitioners  under  the  Nursing  Practice 
Act  and  nurse  midwives  under  the  Board  of  Health. 
Some  states,  in  the  interest  of  what  they  assume  to  be 
quality  and  uniformity,  have  established  separate  li- 
censing boards  for  these  practices  with  duties  and 
privileges  spelled  out  in  those  practicing  codes. 

It  is  the  existence  of  these  practice  codes  that  has 
led  to  a situation  that  now  exists  in  California.  The 


State  Health  Department  is  considering  regulatory 
changes  and  proposals  that  would  allow  mid-level 
practitioners  to  perform  duties  in  hospitals  that  are 
already  allowed  within  the  individual  practice  acts. 
This  would  allow  nurse  practitioners,  nurse  midwives, 
and  physician’s  assistants  to  prescribe  medication, 
order  laboratory  tests,  and  determine  therapy  in  the 
hospital  setting.  This  is  justified  by  the  State  Health 
Department  by  stating  that  legislation  takes  prefer- 
ence over  administrative  codes.  What  they  are  in  sense 
saying  is  that  hospitals  are  in  violation  of  regulations 
by  not  permitting  these  mid-level  practitioners  to 
prescribe  medication  and  order  laboratory  tests.  The 
only  control  that  a hospital  and  its  medical  staff 
would  apparently  have  is  in  standardizing  how  this 
was  done.  Hospitals  could  even  decide  to  allow  mid- 
level practitioners  to  do  these  duties  independently 
and  in  a sense  become  attending  practitioners. 

As  the  situation  currently  exists  in  Delaware,  in- 
dividual physicians  can  hire  and  directly  supervise 
physician’s  assistants  and  nurse  practitioners.  Within 
certain  practice  patterns — already  in  existence  in  Del- 
aware— they  perform  a valuable  service  to  both  the 
physician  and  his  patients.  But  there  is,  theoretically, 
nothing  that  would  prevent  a doctor  or  a group  of 
physicians  from  hiring  several  physician  "extenders” 
per  doctor,  and  have  them  writing  orders,  ordering 
therapies,  and  conducting  examinations;  indeed,  our 
hospitals  already  allow  an  assigned  individual  to  call 
and  give  orders  by  the  telephone  with  the  only  stipula- 
tion that  they  be  countersigned  within  24  hours — 
and  there  are  some  who  object  to  that  "inconveni- 

>9 

ence. 

It  is  just  these  supposed  inconveniences  that  cause 
me  concern.  If  some  of  the  statutes  that  already  exist 
in  other  states  are  enacted  into  law  in  Delaware,  it 
may  be,  in  part,  our  own  fault.  It  may  be  laziness,  an 
effort  to  see  more  patients,  or  just  being  too  busy 
with  other  things  that  slowly  lets  us  give  more  re- 
sponsibilities to  mid-level  practitioners  and  could  lead 
to  the  situation  that  exists  in  California.  The  poten- 
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tial  for  abuse  is  there,  and  if  given  too  much  freedom 
and  leeway,  these  very  individuals  may  be  the  van- 
guard of  an  effort  to  set  up  separate  practice  boards. 
Just  as  we  are  justifiably  aware  of  the  efforts  by  chiro- 
practors to  become  primary  care  physicians,  we  may 
be  someday  faced  with  the  situation,  partly  of  our 
own  making,  from  other  groups  who  seek  to  be  in- 
dependent practitioners. 

Any  legislation  to  establish  separate  licensing  boards 
for  physician’s  assistants  should  be  defeated.  Our 
efforts  should  continue  in  working  with  the  proposed 
revisions  of  the  Nursing  Practice  Act  to  eliminate 
the  autonomous  practice  of  nursing.  There  is  little 
reason  to  believe  that  mid-level  practitioners  acting 
independently  will  solve  any  of  the  primary  problems 
of  the  health  care  system. 

In  November,  1978,  I asked  for  your  support  of 
DELRO;  and  while  I continue  to  feel  that  DELRO 
deserves  local  physician  support,  it  too  is  an  organiza- 
tion that  bears  watching.  As  DELRO  becomes  more 
concerned  with  medical  audit  and  review,  it  becomes 
more  concerned  with  quality  and  standards  of  medi- 
cal practice.  DELRO  is  an  independent  organization, 
and  it  is  not  a function  of  the  Medical  Society  of  Del- 
aware; but  that  does  not  mean  that  there  should  not 
be  cooperation  and  liaison  between  the  Medical  So- 
ciety of  Delaware  and  DELRO.  If  we  are  to  continue 
to  support  DELRO,  then  physicians  are  going  to  have 
to  remain  active  on  the  DELRO  Board  and  commit- 
tees and  not  let  the  duties  of  the  Board  and  these 
committees  be  run  by  non-physicians.  Just  as  we 
have  managed  to  work  successfully  with  the  Health 
Sytems  Agency  by  offering  reasonable  and  rational 
input,  we  should  expect  to  do  the  same  with  DELRO. 
PSRO’s  are  unique  in  that  audit  and  review  should 
be  performed  by  physicians,  regulated  and  run  by 
physicians.  It  behooves  us  to  see  that  this  continues 
to  be  done. 

Delaware  is  a small  state  and  can  be  a good  place 
to  practice  medicine.  Events  in  legislation  that  affect 
the  way  we  practice  can  occur  outside  Delaware; 
however,  it  is  only  by  being  a part  of  a larger  organi- 
zation, the  American  Medical  Association,  that  we 
can  help  to  influence  and  be  aware  of  what  is  hap- 
pening nationally  and  in  other  States,  and  attempt 
to  use  this  information  and  support  from  a larger 
organization  in  our  own  State.  You  have  a strong 
and  vigorous  Medical  Society  with  a Board  of  Trustees 
that  attempts  to  act  in  the  best  interest  of  the  citi- 
zens and  physicians  of  Delaware.  I urge  your  con- 
tinued support  of  the  Board  and  support  for  the 
incoming  President,  Dr.  Robert  B.  Flinn.  It  has 
been  a pleasure  and  an  honor  to  serve  as  your  Presi- 
dent for  the  past  14  months,  and  I thank  you  and  the 
Board  of  Trustees  for  your  help  and  cooperation. 

Anthony  L.  Cucuzzella,  M.D. 

President 

(The  report  was  adopted.) 


REPORT  OF  THE  VICE-PRESIDENT 

It  has  been  my  privilege  to  serve  organized  medi- 
cine during  the  past  year.  This  is  particularly  grati- 
fying to  me  since  I have  been  absent  from  this  arena 
for  a number  of  years.  I have  watched  with  great 
interest  the  growth  and  development  of  the  organiza- 
tion since  my  last  intimate  contact  with  it. 

Our  president,  Dr.  Cucuzzella,  has  remained  in 
good  health  and  has  provided  vigorous  leadership  and 
almost  constant  attendance  so  that  my  duties  have 
been  largely  of  a standby  nature.  A good  insight 
into  the  multiple,  varied,  and  overwhelming  daily 
problems  faced  by  the  president  and  the  staff  have 
been  demonstrated  at  the  reference  meetings  of  the 
president,  the  vice-president,  and  the  president-elect 
which  have  been  held  on  a weekly  basis  in  an  attempt 
to  meet  the  daily  requirements  of  the  Society  in  meet- 
ing its  responsibility  to  the  community  and  the  pro- 
fession. 

An  opportunity  was  afforded  to  attend  area  meet- 
ings and  leadership  meetings  during  the  past  year, 
and  it  was  apparent  that  Delaware  stands  shoulder 
to  shoulder  with  our  surrounding  neighbors  in  pro- 
gram development,  competence,  and  professional 
ability.  Interaction  between  the  president  and  the 
Board  of  Trustees  was  noted  with  considerable  in- 
terest, and  the  operating  checks  and  balances  were 
obvious.  Dr.  Cucuzzella  is  to  be  complimented  for 
his  program  in  maintaining  a voluntary  effort  of  cost 
containment,  and  I was  pleased  to  see  that  the  entire 
profession  responded  in  an  appropriate  fashion.  The 
question  of  compensating  our  president  for  the  time 
he  spends  defending,  promoting,  and  managing  the 
Society  needs  to  be  raised  again. 

Finally,  it  has  been  a pleasure  to  serve  the  Society. 

Leslie  W.  Whitney,  M.D. 

Vice-President 

(The  report  was  filed.) 

REPORT  OF  THE  SECRETARY 

There  were  125  meetings  held  this  year  including 
today’s  meeting.  Ten  meetings  were  devoted  to  the 
transaction  of  business  matters  by  the  Board  of  Trus- 
tees. The  Society  office  made  preparations  for  110 
meetings. 

With  the  new  responsibility  of  monitoring  health 
planning  in  Delaware  through  Task  Forces,  the  State- 
wide Health  Coordinating  Committee,  the  Joint 
Health  Plan  Development  Committee,  the  Delaware 
Health  Council,  and  Subarea  Advisory  Councils  plus 
public  hearings,  the  staff  has  attended  97  meetings 
in  addition  to  the  other  meetings  mentioned. 

There  was  a Financial  Plan  Seminar  on  January  15 
at  the  Wilmington  Country  Club.  All  business  trans- 
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1979 


Dues-Paying 

Members 

Dues-Exempt 

Members 

Total 

Kent 

64 

11 

75 

New  Castle 

567 

82 

649 

Sussex 

96 

13 

109 

727 

106 

833 

1978 

Kent 

60 

10 

70 

New  Castle 

506 

76 

582 

Sussex 

90 

14 

104 

656 

100 

756 

acted  by  the  Society  has  been  recorded  in  the  minutes 
as  presented  by  the  Secretary. 

The  Society  has  had  90  inquiries  from  physicians 
seeking  placement  in  Delaware.  The  office  has  cor- 
responded with  these  persons  and  acted  as  liaison 
between  them  and  local  physicians  seeking  associates. 
Complimentary  ads  have  been  placed  in  the  Delaware 
Medical  Journal  for  some  of  the  doctors  seeking  local 
opportunities.  The  office  requests  that  physicians 
seeking  associates  so  inform  it. 

Joseph  E.  Belgrade,  M.D. 

Secretary 

(The  report  was  filed.) 


Richard  West,  a Brittingham  associate,  has  con- 
tinued to  increase  the  value  of  the  Society’s  Stock 
Portfolio  whose  management  is  carried  out  without 
expense  to  us.  His  efforts  deserve  our  continued  ap- 
preciation. 

The  Treasurer  wishes  to  thank  the  Board  of  Trus- 
tees for  their  awakened  interest  in  expenditure  con- 
trol and  support  in  maintaining  a strong  financial 
balance  sheet. 


(The  report  was  filed.) 


Peter  R.  Coggins,  M.D. 

T reasurer 


MEDICAL  SOCIETY  OF  DELAWARE 
TREASURER’S  REPORT 

October  1,  1979 

Balance 

December  31,  1978 

Delaware  Trust  Company $ 31,657.22 

Receipts 


Dues 

Negotiating 

Workshop  

Addressograph  

Interest  and 

Investments  

Miscellaneous  

Roster  

TOTAL  RECEIPTS 


$ 1 02,093.00* 


25.00 

4,253.94 

100.00 

2,005.19 

$108,477.13 


REPORT  OF  THE  TREASURER 

November  1979  again  finds  the  financial  picture 
of  the  Society  in  excellent  health  despite  the  ravages 
of  inflation  and  a depressed  stock  market.  We  an- 
ticipate a treasury  surplus  of  approximately  $20,000. 
This  is  a result  of  the  1977-1978  budget  being  main- 
tained in  balance.  The  1979-1980  proposed  budget 
is  in  balance.  The  stock  portfolio  has  managed  to 
conserve  previous  gains  and  has  appreciated  68% 
since  August  28,  1974,  versus  a 31.8%  increase  in 
the  Dow  Jones  Industrial  Average.  There  has  also 
been  increasingly  substantial  escrow  funds  authorized 
by  the  House  of  Delegates. 

With  the  increasing  dollar  amounts  flowing  through 
the  Society,  it  is  important  that  our  attention  be 
directed  towards  stringent  money  management,  which 
in  turn  supports  the  day-to-day  office  operation  ex- 
penses. To  this  end,  and  because  of  the  guaranteed 
safety,  the  main  bulk  of  Society  funds  is  being  placed 
in  revolving  US  Treasury  Bills.  The  Treasurer  further 
recommends  the  use  of  a General  Fund  from  which 
disbursements  can  be  made,  which  will  further  allow 
for  the  purchase  of  Treasury  Bills  in  larger  dollar 
amounts,  thus  maximizing  the  rate  of  interest  return. 


"'NOTE:  1979  dues  of  $32,985.00  were  collected  in 
December  1978  and  are  reflected  in  Treasurer’s  Re- 
port prepared  on  December  31,  1978. 


Transfer  for  Interest  

10,000.00 

Reserves  

26,800.00 

Reimbursed  

Disbursements 
Office  Personnel 

9,026.63 

Employee  Benefits  ..  $ 

2,536.73 

Salaries  

51,596.13 

Employer  Tax  

Office  Operation 
Contribution  to 

3,009.27 

Academy  $ 

Printing,  Postage,  Sta- 
tionery, Telephone, 

6,370.00 

Supplies  

Service  Contracts/ 

9,919.51 

Xerox  

3,643.14 

Storage  

Audit  and 

96.00 

Insurance  

2,096.00 

Kelly  Services  

3,486.18 

Business  Machines 

1,069.00 
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SCARBOROUGH 
AGENCV,  irsIG- 

636  WILMINGTON  TRUST  BUILDING 
WILMINGTON,  DELAWARE  19899 

• Homeowners  Protection 

• Automobile 

• Life 

• Business  Insurance 

• Pensions  and  Group  Plans 

• Estate  Planning 

• Investment  Services 

• Professional  Liability 

302/571-0505 

Insurance  and  Financial  Planning 
Sir^jce  1926 


SEEKING  A NEW 
PRACTICE  SITUATION? 

We  currently  have  many  openings  nation- 
wide in  Primary  Care  and  all  specialties 


Anesthesiology 
Cardiology 
Emergency  Medicine 
Internal  Medicine 
Family  Practice 
General  Surgery 
OB/GYN 
Ophthamology 
Orthopaedics 
Otolaryngology 
Pediatrics 
Radiology 


For  information  call  (716)  852-5911 
Send  CV  and  Specifications  to: 

• 

DURHAM  t 

f 

MEDICAL 

® 

SEARCH  INC.  f 

719-T  Statler  Office  Building 

Buffalo,  New  York  14202 

A 

Travel  and  Contingency  5,908.3  8 

Subscriptions  730.62 

Contributions/Dues  770.00 

Legal  Counsel  1,894.78 

Public  Relations  6,5  53.96 

Committees  and 

Contingency  6,933.14 

Roster  4,560.5  0 

Impaired  Physician  748.95 

Medical  Society  of 

Delaware  Auxiliary  1,500.00 

Miscellaneous  42.00 


TOTAL  DISBURSEMENTS 
Transfer  for  Interest 
Reimbursable 

RESTRICTED  FUNDS 


Receipts 

AMA  Dues  $102,790.00 

Delaware  Medical 
Journal  7,175.00 

Kent  County  1,260.00 

Sussex  County  910.00 

DELPAC  1,560.00 

Blood  Bank  1,416.00 

Annual  Meeting: 

Grants  2,400.00 

Exhibits  4,000.00 

Meals  3 10.00 

Education  Fund  3,592.50 

Medical  Defense  Fund  718.50 

Medical  Benevolence 

Fund  718.50 

AMA  Rebate  1,743.76 

Continuing  Education  2,200.00 

TOTAL  RECEIPTS 

Disbursements 

AMA  Dues  $102,500.00 

Delaware  Medical 

Journal  9,275.00 

Kent  County  740.00 

Sussex  County  45  5.00 

DELPAC  1,005.00 

Blood  Bank  1,496.00 

Annual  Meeting  1,043.00 

Education  Fund  3,609.50 

Medical  Defense  Fund  721.50 

Medical  Benevolence 

Fund  721.50 

AMA  Rebate  (New 

Castle  County)  1,274.38 

Continuing  Education  2,700.00 


TOTAL  DISBURSEMENTS 


$113,464.29 

68,428.30 

3,729.12 


$130,794.26 


$125,540.88 


Balance 

October  1,  1979 — 

Delaware  Trust  Company  $ 5,592.65 

Peter  R.  Coggins,  M.D. 

T reasurer 


18 


Del  Med  Jrl,  Jan  1980 — Vol  52,  No  1 


Proceedings  of  the  House  of  Delegates,  1979 


PERFORMANCE  MONITOR 
MEDICAL  SOCIETY  OF  DELAWARE 


Dow  Jones 

Cumulative 

Cumulative 

Date  Industrial  Average 

Period  Change 

Change 

Unit  Value 

Period  Chang< 

% Change 

8-28-74 

666.61 

— 

— 

9.96 

• — 

— 

12-31-74 

616.24 

( 7.6) 

( 7.6) 

9.93 

( -3) 

( .3) 

3-31-75 

768.15 

24.7 

15.2 

13.00 

30.9 

30.5 

6-30-75 

878.99 

14.4 

31.9 

15.40 

18.5 

54.6 

9-30-75 

793.88 

( 9.7) 

19.1 

12.99 

(is.6) 

30.4 

12-31-75 

852.41 

7.4 

27.9 

13.46 

3.6 

35.1 

3-31-76 

999.45 

17.2 

49.9 

14.65 

8.8 

47.1 

6-30-76 

1,002.79 

.3 

50.4 

14.47 

( 1.2) 

45.3 

9-30-76 

990.19 

( 1-3) 

48.5 

14.39 

( -6) 

44.5 

12-31-76 

1,004.65 

1.5 

50.7 

14.60 

1.5 

46.6 

3-31-77 

919.13 

( 8-5) 

37.9 

14.62 

.1 

46.8 

6-30-77 

916.30 

.3 

37.5 

15.86 

8.5 

59.2 

9-30-77 

847.11 

( 7.6) 

27.1 

16.34 

3.0 

64.1 

12-30-77 

831.17 

( i.?) 

24.7 

16.26 

( •>) 

63.3 

3-31-78 

757.36 

( 8-9) 

13.6 

15.99 

( 1.7) 

60.5 

6-30-78 

818.95 

8.1 

22.9 

17.06 

6.7 

71.3 

9-29-78 

865.82 

5.7 

29.9 

19.56 

14.7 

96.4 

12-29-78 

805.01 

( 7.0) 

20.8 

16.28 

(21.3) 

54.6 

3-30-79 

862.18 

7.1 

29.3 

19.05 

17.0 

91.3 

6-29-79 

841.98 

—2.3 

26.3 

15.64 

(17.9) 

57.0 

9-28-79 

878.67 

+4.4 

31.8 

16.73 

7.0 

68.0 

MEDICAL  SOCIETY  OF  DELAWARE  STOCK  PORTFOLIO 

SEPTEMBER  29,  1979 

Unit 

Mkt.  Cost/Price  Market 

Income  Total 

Yield 

on  Percent 

Quan. 

Security 

Cost 

Cost 

Price  Index  Value 

Rate  Income 

Market  Portfolio 

300  American  Monitor 

6,723.46 

22.41 

24/2  109  7,3  50.00 

17.0 

300  Data  Products  Corp. 

5,448.50 

18.16 

173/8 

97  5,212.50 

.30  90.00 

1.7 

12.0 

300  Holiday  Inns 

6,723.00 

22.41 

19% 

88  5,925.00 

.66  198.00 

3.2 

13.7 

1,000  IFS 

Industries 

6,921.84 

6.92 

6/4 

90  6,250.00 

.18  180.00 

2.8 

14.5 

700  MCI 

Communications  4,008.20 

5.73 

6 105  4,200.00 

9.7 

500  Systems  Eng.  Labs 

7,395.00 

14.79 

123/4 

87  6,375.00 

14.7 

200  WUI  Inc. 

8,132.00 

40.66 

393/g 

98  7,875.00 

.80  160.00 

2.1 

18.2 

45,352.00 

43,187.50 

628.00 

1.5 

99.9 

CASH 

53.91 

53.91 

.1 

45,405.91 

43,241.41 

628.00 

100.0 

Units:  2,584 
Unit  Value  $16.73 


REPORT  OF  THE  BOARD  OF  TRUSTEES 

Significant  strides  were  made  by  the  Medical  So- 
ciety of  Delaware  this  year.  First  and  foremost,  the 
Society  has  expanded  its  capacity  to  have  a "say-so” 
in  health  planning  in  Delaware  by  monitoring  the 
bureaucratic  planning  criteria  incorporated  in  the 
State  Health  Plan.  A health  planning  library  is  being 
developed  and  is  available  to  members  in  the  Society 
office. 

Another  of  the  Society’s  activities  of  note  was 
Del  Med  Jrl,  Jan  1980 — Vol  52,  No  1 


working  successfully  with  the  Voluntary  Effort  to 
reduce  health  care  costs. 

During  the  year  the  Medical  Society  of  Delaware 
augmented  many  special  services  to  members.  These 
include: 

a.  Compilation  and  free  distribution  of  a roster 

b.  Instituting  a unique  program  to  help  impaired 
physicians 

c.  Assuming  the  responsibility  for  accrediting  pro- 
grams in  continuing  education  to  meet  the  re- 

19 


Proceedings  of  the  House  of  Delegates,  1979 


quirements  for  Category  I AMA  credit 

d.  A new  addition  to  the  disability  program  which 
allows  for  a lump  sum  payment  when  you  re- 
turn to  work  after  an  illness 

e.  Institution  of  a new  workman’s  compensation 
program  with  economies  to  physicians  made 
possible  through  the  Society’s  sponsorship 

f.  Preventing  the  inclusion  of  physician’s  offices 
in  Certificate  of  Need  legislation 

g.  Improvement  of  the  immunity  section  of  the 
Medical  Practice  Act 

h.  Securing  $10,000  for  the  Board  of  Medical 
Practice  to  hire  investigators  with 

i.  Success  in  working  with  The  Computer  Com- 
pany (TCC)  to  get  physicians  paid  in  a timely 
fashion 

j.  And  success  in  maintaining  the  current  liability 
insurance  rates,  possibly  because  of  the  claims 
review  panel  activities. 

We  supported  William  Kellow,  M.D.,  for  AMA 
Council  on  Medical  Education  and  Russell  Fisher, 
M.D.,  for  Trustee  of  the  AMA. 

The  Society  monitored  the  possible  development  of 
an  HMO  in  the  Delaware  area  and  the  development 
of  the  Middletown  Clinic  as  well  as  the  Mid-Sussex 
Clinic. 


The  Society  continues  its  sponsorship  of  the  "Ask 
the  Doctor”  radio  program  on  Tuesday  mornings  and 
the  sponsorship  of  a Medical  Explorer  Post. 

The  Delaware  Medical  Journal,  a wholly  owned 
subsidiary  of  the  Medical  Society  of  Delaware,  con- 
tinues to  be  the  voice  for  all  physicians  in  Delaware. 

Anne  Shane  Bader 
Executive  Director 

(The  report  was  filed.) 

REPORT  OF  THE  AMA  DELEGATE 

1978  INTERIM  CONVENTION 

The  1978  Interim  Convention  was  held  in  Chicago, 
December  3-6. 

Our  resolution,  designated  as  Resolution  2,  "All 
AMA  House  of  Delegate  Meetings  to  Be  Held  in 
Continental  United  States”  was  heard  in  Reference 
Committee  F with  a courteous  acknowledgement. 
It  was  presented  to  the  House  of  Delegates  on  the 
consent  calendar  with  the  advice  not  to  adopt.  It 
was  not  adopted. 

Following  this  action  we  gave  a fun  award  to  Doc- 
tor George  Mills  in  recognition  of  his  successful 


--Mr 

■x. 


FAMILY  SECURITY  SYSTEMS 


368-1724 

Newark 


BURGLAR  ALARMS 
FIRE  ALARMS 
24  HOUR  MONITORING 
CLOSED  CIRCUIT  TV 
CUSTOM  ELECTRONIC  SYSTEMS 


798-1632 

Claymont 


NEbTECH 


‘‘Qualify  components  from  world  leading 
manufacturers  of  fire  and  burglar  alarm 
equipment.” 


PROVED  PERFORMANCE 


(©LISTED 


EQUIPMENT 
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support  of  the  will  of  his  home  state,  Hawaii,  to  re- 
main a future  host  of  AMA  House  of  Delegates  Meet- 
ings. 

Outstanding  in  the  actions  of  the  House  was  the 
reversal  of  its  position  on  National  Health  Insurance. 
This  came  about  when  Florida’s  Resolution  62  was 
accepted.  (On  file  in  the  Society  office).  With  the 
passage  of  this  resolution  the  Board  of  Trustees  was 
instructed  not  to  have  a National  Health  Insurance 
(NHI)  plan  in  the  business  of  Congress  unless  abso- 
lutely necessary.  The  Board  inquired  if  that  meant 
no  NHI  bill  in  Congress  and  was  told  "no  NHI  un- 
less absolutely  expedient  to  do  so.”  The  Board  of 
Trustees  countered  that  such  action  by  the  House 
could  cost  the  Delegates  a special  emergency  meeting 
in  March.  The  House  agreed,  but  hoped  the  Board 
would  wisely  use  its  options. 

The  next  decision  of  importance  was  the  House’s 
support  of  the  Board  of  Trustees’  action  in  its  han- 
dling of  the  chiropractic  suits  in  Pennsylvania,  New 
Jersey,  and  Chicago.  After  the  vote  on  the  Pennsyl- 
vania suit,  it  seemed  that  all  were  arbitrated  and  satis- 
fied, but  the  very  last  order  of  business  of  the  House 
of  Delegates  was  an  announcement  by  Trustee  Lowell 
H.  Steen  that  Doctor  Julius  E.  Stolfe,  representing 
the  American  College  of  Physicians,  indicated  that 
their  part  in  the  suit  was  again  under  advisement, 
hence,  not  dropped.  (On  file  in  the  Society  office). 

Rounding  out  the  noteworthy  actions  of  this  meet- 
ing was  the  final  presentation  of  the  AMA  Bylaws 
in  decimalization  form  by  the  Council  on  Constitu- 
tion and  Bylaws;  this  was  filed. 

The  remainder  of  this  report  will  attempt  to  handle 
by  reference  committee  first,  these  subjects  that  were 
referred,  then  those  subjects  adopted,  amended  and 
adopted,  and  substituted  and  adopted,  followed  by 
those  subjects  filed  and  not  adopted.  The  purpose  of 
this  order  is  to  place  in  focus  these  items  referred 
because  every  state  can,  if  desired,  influence  the  de- 
cisions on  these  items.  The  items  adopted  are  fact 
and  can  only  be  influenced  by  future  resolutions. 
The  items  filed  are  history,  and  only  new  complete 
action  will  change  them.  (Most  of  these  items  are 
for  information  and  do  not  need  change.)  The  items 
not  adopted  demand  re-thinking  or  indicate  a need 
to  drop  such  items. 

REFERENCE  COMMITTEE  A 
(Insurance  and  Medical  Service) 

The  House 

1.  Adopted  as  amended  Report  G of  the  Council 
on  Medical  Service  and  adopted  Substitute  Reso- 
lution 122  which  resolved,  "That  the  AMA  ex- 
press strong  opposition  to  federal  attempts  to 
collect,  both  regionally  and  nationally,  data  con- 
taining either  the  Uniform  Discharge  Data  Set 
or  the  hospital  billing  data.  Collection  and  use 


of  these  data  must  remain  a local  responsibility. 
AMA  disapproval  extends  to  both  patients  paid 
for  by  government  programs  and  more  particu- 
larly private  patients.”  (Delegate’s  note:  This 
is  another  example  of  rebellion  in  the  House.) 

2.  Referred  to  the  Board  of  Trustees  Resolution  76, 
which  opposed  reduction  of  Medicare  Part  B 
payment  to  non-salaried  physicians  whether  or 
not  the  patient  is  admitted  to  a teaching  service. 

3.  Referred  Resolution  4 asking  the  Board  and  the 
AMA  to  take  the  lead  in  establishing  a voluntary 
effort  to  reduce  the  number  of  citizens  without 
health  insurance. 

4.  Referred  Resolution  69,  which  asked  that  the 
AMA  in  favoring  physician-directed  rural  health 
care  clinics  encourage  development  of  an  effec- 
tive mechanism  for  quality  assurance  and  a fee- 
for-service  reimbursement  method. 

5.  Referred  to  the  Board  of  Trustees  Resolution  20, 
Relating  to  Cost  of  Medical  Care  in  the  Public 
and  Private  Sectors,  and  Resolution  63,  Study 
(by  John  R.  Virts,  Ph.D.)  on  US  Health  Care 
Spending. 

If  you  believe  the  health  planning  process  should 
be  in  the  hands  of  local  and  state  agencies,  vou  will 
send  information  on  this  to  the  Board  of  Trustees 
study  of  Resolution  8 5,  which  was  referred  to  the 
Board. 

If  the  Board  of  Trustees  thought  a rebellious  strain 
was  not  present,  they  missed  many  items,  one  of 
which  was  the  amendment  of  Report  A of  the  Board, 
which  was  adopted  only  after  amendment.  This  report 
was  on  placement  review  criteria.  "The  AMA  sup- 
ports the  development  of  national  criteria  by  local 
planning  bodies  for  placement  of  very  expensive 
facilities  and  equipment.  However,  if  national  guide- 
lines are  developed  to  assist  states  and  localities  in  this 
activity,  such  cooperation  of  local  practicing  phy- 
sicians and  other  health  professionals,  should  be  ad- 
visory, not  mandatory,  and  should  be  used  only  as 
general  benchmarks.” 

All  was  not  rebellion  as  witness  the  adoption  of: 

1.  Report  B of  Board  of  Trustees — Regional  Cen- 
ters and  Centralization  of  Health  Care. 

2.  Report  K of  Board  of  Trustees — No-Fault  Auto- 
mobile Insurance  Statute  Unfair  to  New  York 
Physicians. 

3.  Report  II  of  Board  of  Trustees — AMA  Program 
for  Voluntary  Restraint  of  Physicians’  Fee  In- 
crease. 

4.  Report  A of  Council  on  Medical  Service — Asks 
for  consumer  cost  sharing. 

5.  Report  B of  Council  on  Medical  Service — A Sta- 
tus Report  on  HMO’s.  A report  that  our  com- 
mittees studying  IPA’s  and  HMO’s  may  want 
to  review. 

6.  Report  C of  Council  on  Medical  Service — Utili- 
zation in  Appropriate  Settings. 
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7.  Report  D of  Council  on  Medical  Service — Incen- 
tives to  Provide  Appropriate  Care. 

8.  Report  E of  Council  on  Medical  Service — Okla- 
homa Utilization  Review  System. 

9.  Report  F of  Council  on  Medical  Service — PSRO 
Status  Report. 

10.  Report  H of  Council  on  Medical  Service — Reim- 
bursement Under  Federally  Financed  Programs. 

11.  Report  I of  Council  on  Medical  Service — Investi- 
gation of  and  Action  Against  the  'Gap  Fill’ 
Method  Used  in  Medicare  Fee  Profiles. 

12.  Report  J of  Council  on  Medical  Service — Status 
Report  on  Second  Surgical  Opinions  accompanied 
by  this  secondary  resolution: 

"Recognizing  that  the  advisability  of  surgery 
or  other  specific  therapy  can  be  a matter  of 
opinion,  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  (1)  reaffirms  the 
right  of  a patient  or  a physician  to  seek  a 
second  opinion  freely  from  any  physician  of 
his/her  choice;  (2)  opposes  the  concept  of 
mandatory  second  opinion  or  the  imposition  of 
financial  penalties  by  a third  party  payor  for 
not  obtaining  such  second  opinions;  and  (3) 
supports  the  concept  that,  when  a second 
opinion  is  required  by  a third  party  payor,  it 
should  be  at  no  cost  to  the  patient.” 

(Your  delegate’s  note:  Would  this  stupidity  of 

forced  second  opinion  hold  up  in  Supreme  Court? 

How  many  liberties  are  the  third  party  and  bureau- 
cratic do-gooders  taking  away  from  the  individual 

citizens?) 

13.  Report  L of  Council  on  Medical  Service — New 
Health  Practitioners  Progress  Report.  As  part 
of  this  action  Resolution  104  was  referred  to 
Board  of  Trustees.  This  is  concerned  with  direct 
supervision — that  means  each  and  every  patient 
must  be  personally  seen  by  the  sponsoring  phy- 
sician on  each  visit. 

14.  Substitute  Resolution  for  Resolution  96.  Opposi- 
tion to  the  present  status  of  things  was  seen  again 
in  this: 

Resolved,  that  the  AMA  encourage  federal 
legislation  authorizing  physicians  to  receive  copies 
of  all  communications  sent  by  Medicare  fiscal 
intermediaries  to  the  physicians’  patients  regard- 
ing medical  services  rendered  and  reimbursement 
allowed,  whether  or  not  the  physicians  accept  as- 
signment as  defined  in  the  Medicare  statute. 

15.  Substitute  Resolution  8.  Confidentiality  of  Medi- 
cal Records.  Adopted  was: 

Resolved,  that  the  AMA  oppose  access  to  the 
employee-patient  personal  medical  record  without 
the  employee’s  specific  permission. 

16.  Resolution  5.  This  asked  for  uniform  IRS  regu- 
lations: 

Resolved,  that  the  AMA  support  the  concept 
that  medical  expenses  should  be  treated  uniformly 
for  federal  income  tax  purposes. 


17.  Resolution  103  in  substitute  form. 

Resolved,  that  the  AMA  recognize  that  medi- 
cal and  health  care  costs  have  increased  in  part 
because  of  the  increased  demand  for  services  as 
a result  of  third  party  payment,  the  number  of 
regulations  generated  by  federal  and  state  agen- 
cies, professional  liability  insurance  premiums, 
and  because  of  deficit  spending  by  the  federal 
government. 

18.  Resolution  48.  Patient  Access  to  Information 
Contained  in  Medical  Records. 

Filed  were  the  following: 

1.  Report  Q of  Board  of  Trustees — Relative  Value 
Studies. 

2.  Report  R of  Board  of  Trustees — Information  on 
AMA  Cost  of  Care  Activities. 

3.  Report  CC  of  Board  of  Trustees — Voluntary  Ef- 
fort. 

4.  Report  K of  Council  on  Medical  Service — AMA 
Activities  in  Health  Planning. 

REFERENCE  COMMITTEE  B 
(Legislation) 

The  House: 

1.  Considered  the  fact  of  gasoline  rationing  in  the 
future  and  referred  Resolution  7 to  the  Board. 
This  resolution  concerned  itself  with  asking  fcr 
exemption  from  strict  allocation  of  gas  coupons. 

2.  Referred  Resolutions  5 7 and  95.  If  you  fear 
further  government  control  of  our  future  phy- 
sicians, consider  these  resolutions  which  call  for 
expansion  of  the  National  Health  Service  Corps 
Scholarship  Program. 

3.  Referred  to  the  Board  for  study  and  later  report, 
Resolution  64,  which  deals  with  the  extreme  costs 
of  legal  fees,  producing  books,  papers,  and  docu- 
ments asked  for  by  federal  departments  and  agen- 
cies. 

4.  Referred  to  the  Board,  Resolution  77,  dealing 
with  imprints  of  National  Drug  Code  Number 
(NDC  No.)  for  easy  identification.  Let  them 
know  if  you  believe  in  it. 

5.  Referred  consideration  of  Resolution  119  urg- 
ing Congress  to  enact  new  variable  incentive  pay 
for  military  physicians. 

6.  Referred  Resolution  42,  Asking  for  Tax  Relief 
for  Medical  Care  with  Cost  Control,  to  the 
Board. 

The  House  adopted: 

1.  Board  of  Trustees  Report  I — Health  Care  Financ- 
ing Administration  (HCFA)  Strategy  for  Federal 
Takeover  of  State  Medicaid  Programs.  This  re- 
port claims  the  Board  will  monitor  and  protect 
states’  rights  in  the  Medicaid  Program.  Our 
State’s  Medicaid  Program  would  suggest  this  is 
not  happening. 

2.  Board  of  Trustees  Report  J — Differential  Pay- 
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ment  for  Services  of  Physicians  at  Teaching  Hos- 
pitals. This  may  have  some  significance  to  those 
who  have  teaching  status  with  Jefferson  Medical 
College. 

3.  Board  of  Trustees  Report  L — Optometric  Ser- 
vices in  VA  Hospitals,  along  with  Resolution  34. 
These  two  documents  should  be  referred  to  our 
ophthalmologist  colleagues  for  review  and  com- 
ment. 

4.  Board  of  Trustees  Report  U — Key  Man  Program. 
This  should  be  reviewed  by  the  chairmen  of  our 
legislative  committee  and  our  DELPAC. 

5.  Board  of  Trustees  Report  Y — Extension  of  Search 
Warrants  to  Gather  Evidence. 

6.  Resolution  19 — Social  Security  Retirement  Check 
Calculation — If  fulfilled  it  would  establish  equity 
for  physicians  in  the  Social  Security  system. 

7.  Resolution  43 — National  Health  Planning  and 
Resources  Development  Act. 

Resolved,  that  the  AMA  work  for  the  repeal 
of  P.L.  93-641,  The  National  Health  Planning 
and  Resources  Development  Act  of  1974,  or,  if 
repeal  is  not  feasible,  that  the  AMA  seek  ap- 
propriate amendments  to  the  Act. 

8.  Resolution  94 — Local  Review  and  Comment  Op- 
portunities on  Federal  Grant  Applications.  This 
was  altered  thusly: 

Resolved,  that  the  AMA  Board  of  Trustees 
investigate  the  feasibility  of  and  determine  the 
appropriate  manner  of  requiring  local  A-95  co- 
ordinating agencies  to  actively  seek  local  medical 
society  and/or  state  medical  association  review 
and  comment  on  project  and  service  grant  appli- 
cations relating  to  health  or  medicine  for  which 
letters  of  intent  to  apply  have  been  noticed  to 
the  A-95  coordinating  agency.” 

9.  Resolution  82 — Hospices 

Resolved,  that  the  AMA  approve  the  physician- 
directed  hospice  concept  to  enable  the  terminally 
ill  to  die  in  surroundings  more  homelike  and  con- 
genial than  the  usual  hospital  environment;  and 
be  it  further 

Resolved,  that  this  action  be  widely  publicized 
to  encourage  extension  and  third  party  coverage 
of  this  specialized  approach  for  the  provision 
of  terminal  care. 

10.  Resolution  93 — Oppose  Certificate  of  Need  in 
Physicians’  Offices. 

Filed  was  Report  N of  Board  of  Trustees. 

REFERENCE  COMMITTEE  C 
(Medical  Education) 

1.  Additional  study  was  the  reason  for  referring 
Resolution  1,  which  asked  that  certification  and 
recertification  be  accepted  as  the  equivalent  to 
the  requirements  of  the  Physician’s  Recognition 
Award.  Your  thoughts  on  either  side  of  this 
subject  could  weigh  heavily  in  the  decision  to 
come  out  of  our  Annual  1979  meeting. 


2.  Is  it  correct  to  delegate  authority  to  state  medical 
societies  to  accredit  intra-state  continuing  medi- 
cal education  sponsors  and  to  change  types  and 
duration  of  accreditation  of  organizations  and 
institutions  offering  continuing  education  pro- 
grams? If  you  believe  this,  write  to  the  Board 
of  Trustees  as  it  considers  Resolution  91  on  re- 
ferral. 

3.  Due  process,  the  subject  of  Report  G of  the 
Council  on  Medical  Education,  was  not  com- 
pletely and  satisfactorily  made.  Hence  it  was 
referred  to  the  Board. 

Adopted  were: 

1.  Report  AA  of  the  Board  of  Trustees.  This  re- 
lates to  Recording  of  Continuing  Education 
Credit.  This  should  be  reviewed  by  our  Con- 
tinuing Education  Committee. 

2.  Council  on  Medical  Education  Report  B — Medi- 

cal Care  and  Education  in  the  Armed  Forces,  as- 
suming these  points: 

1.  Encourage  the  recruitment  of  physicians 
by  the  Armed  Services. 

2.  Support  passage  of  the  new  military  phy- 
sicians’ pay  bill. 

3.  Urge  equalization  of  the  Health  Professions 
Scholarship  Program  with  the  National 
Health  Service  Corps. 

3.  Council  on  Medical  Education  Report  C — Rec- 
ommendation 21  of  National  Commission  on  the 
Cost  of  Medical  Care — Supply  Guidelines. 

4.  Council  on  Medical  Education  Report  D — Edu- 
cation Value  of  Locum  Tenens. 

5.  Council  on  Medical  Education  Report  H — Loan 
Forgiveness  and  Scholarships  and  Recruitment 
from  Underserved  Areas.  I suggest  the  Sussex 
County  Officers  review  this. 

6.  Resolution  27 — Continuing  Medical  Education 
Accreditation.  Again,  our  Continuing  Educa- 
tion Committee  should  study  this  resolution. 

7.  Resolution  110 — National  Board  Examinations. 

Reports  A,  E,  F,  I,  and  J of  Council  on  Medical 

Education  were  filed. 

REFERENCE  COMMITTEE  D 
(Hospitals  and  Medical  Facilities) 

The  House  referred: 

1.  Resolution  116 — Relationship  of  Hospital  Costs 

and  Hospital  Charges. 

2.  Report  P of  the  Board — JCAH  Proposed  Stand- 
ards for  Categorization  of  Hospital  Emergency 
Departments. 

Adopted  were: 

1.  Board  of  Trustees  Report  V — De-regulation  of 
the  Medical  Profession. 

2.  Board  of  Trustees  Report  EE — Opposition  to 
Rate  Review  Commissions. 
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3.  Substitute  Resolution  73 — Identification  of  Fed- 
erally Induced  Health  Care  Costs. 

Resolved,  that  the  AMA  request  government, 
federal,  state,  and  local,  to  join  the  medical  pro- 
fession and  the  hospitals  in  their  efforts  to  contain 
the  cost  of  health  care  by  reducing  the  number  of 
regulations,  reports,  forms,  etc.,  and  thus  reduce 
the  cost;  and  be  it  further 

Resolved,  that  the  AMA  request  the  American 
Hospital  Association  to  encourage  hospitals  to 
identify  those  costs  associated  with  or  brought 
about  by  federal  regulations  and  legislation;  and 
be  it  further 

Resolved,  that  these  findings  be  publicized  in 
a manner  to  reach  as  many  members  of  the  public 
as  possible. 

4.  Substitute  Resolution  79 — Cost  Containment  and 
Hospital  Efficiency  as  a Function  of  the  Hospital 
Medical  Staff. 

5.  Substitute  Resolution  86 — Joint  Commission  on 
Accreditation  of  Hospitals  (JCAH) 

Resolved,  that  the  AMA  reaffirm  existing  policy 
in  support  of  the  JCAH’s  statement  regarding 
medical  staff  membership  that  provides: 

"Medical  staff  membership  shall  be  limited,  un- 
less otherwise  provided  by  law,  to  individuals 
who  are  currently  fully  licensed  to  practice  medi- 
cine and,  in  addition,  to  licensed  dentists.” 

This  resolution  may  well  be  circularized  to  all 
hospital  staff  presidents  in  our  state. 

6.  Resolution  26 — Standing  Orders  in  Hospitals. 

7.  Resolution  92 — Support  for  JCAH. 

REFERENCE  COMMITTEE  E 
(Scientific-Public  Health) 

The  House: 

1.  Returned  Report  B of  the  Judicial  Council  (Con- 
tact Lens  Prescriptions)  to  the  Judicial  Council. 
Ophthalmologists  in  Delaware  should  be  alerted 
to  this  for  their  input  and  direction  for  vote  in 
this  matter. 

2.  Asked  that  Report  K of  the  Council  on  Scientific 
Affairs  (Recommendations  for  AMA  Involvement 
in  Alcoholism  Activities)  be  referred  back  to 
the  Council  on  Scientific  Affairs.  (More  evidence 
of  rebellion  from  the  House.)  All  who  have  evi- 
dence to  give  the  Scientific  Affairs  Committee 
should  react  now. 

Adopted  were: 

1.  Report  S of  Board  of  Trustees — Health  Care 
Technology  Assessment  and  Information  Dissemi- 
nation. 

2.  Report  B of  Council  on  Scientific  Affairs — Rec- 


ommendation on  Drug  Development  and  Drug 
Regulation. 

3.  Report  E of  Council  on  Scientific  Affairs — Prin- 
ciples of  Quality  Mental  Health  Care. 

4.  Report  F of  Council  on  Scientific  Affairs — Pres- 
ent Status  of  the  Medical  Autopsy. 

5.  Report  G of  Council  on  Scientific  Affairs — Short- 
age of  Human  Growth  Hormone — encourages 
a push  for  improvement  of  pituitary  retrieval 
laws  in  each  state. 

6.  Report  H of  Council  on  Scientific  Affairs — 
Symptomatic  and  Supportive  Care  for  Patients 
with  Cancer. 

7.  Report  I of  Council  on  Scientific  Affairs — Stag- 
ing of  Cancer. 

8.  In  lieu  of  Resolutions  3,  21,  28,  and  121,  Substi- 
tute Resolution  3 that  reads: 

Resolved,  that  the  AMA  increase  its  efforts  to 
advise  the  public  of  all  ages  of  the  health  hazards 
of  cigarette  smoking  and  take  steps  to  discourage 
visual  presentations  in  the  public  media  depicting 
smoking  as  desirable  or  as  the  norm  in  American 
culture  as  one  means  of  influencing  young  people 
to  abstain  from  smoking;  and  be  it  further 

Resolved,  that  the  AMA  exercise  its  leadership 
in  the  development  of  positive  attitudes  on  the 
part  of  the  American  public  to  the  adoption  of 
healthful  life  styles,  including  abstinence  from 
the  use  of  tobacco  products,  as  a means  of  reduc- 
ing the  national  costs  of  health  care;  and  be  it 
further 

Resolved,  that  the  AMA  use  its  influence  and 
persuasion  to  encourage  the  U.S.  Department  of 
Agriculture  to  conduct  studies  and  explore  mech- 
anisms to  discontinue  the  federal  tobacco  price 
support  system  without  economic  displacement  of 
government  revenues  or  hardship  to  small  tobacco 
farmers;  and  be  it  further 

Resolved,  that  the  AMA  join  when  requested 
with  constituent  societies  to  support  state  legisla- 
tion or  public  referendums  to  protect  non- 
smokers  from  tobacco  smoke  pollution  in  public 
areas  open  to  the  general  public. 

9.  Substitute  Resolution  10 — Alcoholism  Education. 

10.  Resolution  3 3 — Elderly  Health  Screening  Pro- 
gram. 

11.  Resolution  36 — In  Vitro  Fertilization  of  Human 
Sperm  and  Ova 

Resolved,  that  this  House  of  Delegates  state 
that  experimentation  in  the  field  of  in  vitro  fer- 
tilization of  human  sperm  and  ova  is  ethical  and 
be  it  further 

Resolved,  that  embryo  transfer  of  ova  fertil- 
ized by  sperm  involving  husband  and  wife  is 
ethical — with  their  informed  consent  of  the  vari- 
ous medical  and  legal  components. 

12.  Resolution  39 — American  Medical  Association 
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and  Bioethics. 

Filed  were  Reports  A,  C,  and  D of  the  Council  on 
Scientific  Affairs. 

REFERENCE  COMMITTEE  F 
(Board  of  Trustees — Finances) 

The  House: 

1.  Referred  to  the  Board  of  Trustees  Resolution  118, 
which  Resolved,  that  the  AMA,  perhaps  in  coordina- 
tion with  the  Governing  Council  of  the  AMA  Resi- 
dent Physicians,  establish  and  publicize  a competi- 
tive fellowship  program  for  members  of  the  AMA 
to  work  and  to  do  research  in  the  Health  Policy  or 
Planning  field  in  Washington,  D.C. 

Adopted  were: 

1.  Board  of  Trustees  Report  C — Membership  Re- 
cruitment: Medical  School  Faculty  Members. 

2.  Board  of  Trustees  Report  D — Membership  Re- 
cruitment: Reduced  dues. 

3.  Board  of  Trustees  Report  F — Investment  of 
AMA/MRP  Trust  Assets  in  Medical  Student 
Loans. 

4.  Board  of  Trustees  Report  O — AMA  Budget,  Fis- 
cal 1979. 

3.  Board  of  Trustees  Report  T — Legal  Counsel  Ad- 
vice Prior  to  Reference  Committee  Hearing. 

6.  Board  of  Trustees  Report  HH — Physicians’  Cur- 
rent Procedural  Terminology,  Fourth  Edition 
(CPT-4) . 

7.  Board  of  Trustees  Report  JJ — Authority  to  Settle 
Litigation. 

8.  Board  of  Trustees  Report  LL — Guidelines  for 
State  Medical  Society-State  Specialty  Society  Re- 
lationships— (We  should  study  this  closely.) 

Filed  were  the  following: 

1.  Board  of  Trustees  Report  H — Review  of  Election 
Process. 

2.  Board  of  Trustees  Report  Z — AMA  Involve- 
ment in  Litigation. 

3.  Board  of  Trustees  Report  BB — AMA  Contracts. 

4.  Board  of  Trustees  Report  GG — DHEW  Endorse- 
ment of  ICD-9-CM. 

5.  Address  of  President — Tom  E.  Nesbitt,  M.D. 

6.  Address  of  Executive  Vice  President — James  H. 
Sammons,  M.D. 

Resolutions  were  treated  as  follows: 

1.  Resolution  101,  Resolving  Disputes  between  Spe- 
cialty Societies  and  the  AMA — adopted. 

2.  Resolution  100,  Cooperation  of  Medical  Societies 
Involved  in  Chiropractic  Lawsuits — adopted  as 
amended. 

3.  Resolution  118,  Washington,  D.C.  Fellowship — 
referred. 


REFERENCE  COMMITTEE  G 
(Miscellaneous) 

Adopted  were: 

1.  Board  of  Trustees  Report  X — Ad  Hoc  Legal  As- 
sistance Committee. 

2.  Resolution  90 — Organizing  Student  Section  on 
State  and  Local  Level. 

3.  Resolution  123,  Appointment  of  Assistant  Secre- 
tary of  Defense  for  Health  Affairs. 

4.  Resolution  56  (with  the  revision  of  the  fourth 
resolve.)  The  Promotion  of  Exercise  within 
Medicine  and  Society. 

5.  Substitute  Resolution  80,  Public  Forum  on  Gov- 
ernment in  America 

Resolved,  that  leaders  of  the  AMA — together 
with  responsible  and  concerned  leaders  of  the 
legal  profession,  the  press,  business,  and  appropri- 
ate other  groups — conduct  a public  forum  to  ad- 
dress the  role  of  excessive  government  regulation 
and  its  deleterious  effect  on  the  American  people; 
and  be  it  further 

Resolved,  that  as  a product  of  the  public  forum, 
the  AMA,  in  cooperation  with  other  interested 
groups,  seek  to  develop  a strategy  to  minimize 
government  regulation. 

Filed  was  the  following: 

1.  Report  of  AMA  Education  and  Research  Founda- 
tion. 

REFERENCE  COMMITTEE  H 
(Miscellaneous) 

The  House: 

1.  Referred  to  Board  of  Trustees  Resolution  III 
(Infant  Nutrition)  for  report  at  Annual  1979 
Convention. 

2.  Referred  to  the  Board  of  Trustees  Resolution  45 
(Immunization  of  Children).  The  pediatricians 
may  like  to  have  input  on  this  subject. 

3.  Referred  Report  W of  the  Board  of  Trustees 
(Liability  for  Vaccine  Reactions)  to  the  Board 
of  Trustees. 

4.  Referred  to  Board  of  Trustees  Resolution  78  and 
Suggested  Substitute  (Medical  Liability  Insurance 
Coverage  as  a Mandatory  Requirement  for  Hos- 
pital Staff  Appointment).  This  was  referred  to 
the  Board  of  Trustees  for  evaluation  and  con- 
sultation with  the  American  Hospital  Association 
and  the  Joint  Commission  on  Accreditation  of 
Hospitals. 

Adopted  were: 

1.  Board  of  Trustees  Report  M — Human  Rights. 

2.  Board  of  Trustees  Report  FF — Tax-free  Trusts 
for  Payment  of  Professional  Liability  Judgements. 
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3.  Council  on  Scientific  Affairs  Report  J — Child- 
safe  Project. 

4.  Council  on  Scientific  Affairs  Report  L — AMA 
Committee  on  Medical  Aspects  of  Sports. 

5.  Resolution  44 — Breast  Feeding. 

6.  Resolution  46  (as  amended) — International  Year 
of  the  Child  1979 

Resolved,  that  the  American  Medical  Associa- 
tion endorse  the  American  Academy  of  Pedi- 
atrics’ "Speak  Up  for  Children!”  program  as  a 
prime  health  care  initiative  during  the  Interna- 
tional Year  of  the  Child,  1979,  and  call  upon  all 
members  of  the  medical  profession  and  all  other 
segments  of  society  to  assist  in  the  attainment  of 
this  program’s  goals. 

7.  Resolution  47  (as  amended) — Seat  Belt  Re- 
straints for  Infants  and  Children 

Resolved,  that  the  AMA  encourage  all  state 
medical  associations  to  consider  initiating  and 
supporting  legislative  activity  to  mandate  the  use 
of  seat  belts  or  other  motor  vehicle  crash  pro- 
tection restraints  for  infants  and  children. 

8.  Resolution  61 — Malpractice  Coverage  for  House- 
staff. 

9.  Resolution  97 — Commendation  of  "American 
Medical  News.” 

10.  Substitute  Resolution  109 — Use  of  Animals  in 
Research. 

Resolved,  that  the  AMA  reaffirm  its  current 
position  that  research  involving  animals  is  neces- 
sary to  enhance  the  medical  care  of  the  American 
people;  and  be  it  further 

Resolved,  that  the  AMA  actively  oppose  any 
legislation  or  regulation  that  would  inappropri- 
ately limit  such  research.  (Alert  state  legislatures 
of  this  resolution.) 

11.  Resolution  113  (as  amended) — Medical  Student 
Financial  Aid 

Resolved,  that  the  Board  of  Trustees  study  the 
entire  subject  of  medical  student  financing  and 
indebtedness,  including  its  impact  on  selection  of 
type  and  location  of  practice  and  alternate  pay- 
back plans,  and  report  back  to  the  House  of 
Delegates  at  the  1979  Annual  Meeting. 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  CONSTITUTION  AND  BYLAWS 

The  House  agreed  to: 

1.  Refer  the  Report  of  the  Ad  Hoc  Committee  on 
the  Principles  of  Medical  Ethics  and  Resolutions 
12,  24,  53,  70,  and  105,  and  Report  A (1-77) 
of  the  Judicial  Council  to  the  Ad  Hoc  Commit- 
tee on  the  Principles  of  Medical  Ethics  to  be 
finalized  for  consideration  at  the  Annual  Meeting 
of  the  AMA  in  Chicago  in  July,  1979. 

2.  Refer  Resolution  13,  Physician-Patient  Com- 


munications, to  the  Judicial  Council,  which  is 
essentially  equivalent  to  presenting  expressed  Ju- 
dicial Council  opinion. 

3.  Refer  Resolution  59  after  adoption  only  to  meet 
the  need  to  re-appear  as  an  amendment  to  the 
bylaws.  \ non-voting  position  on  the  Council 
of  Scientific  Affairs  for  an  AMA  medical  student 
member  was  provided  for. 

Embodied  in  the  content  of  Resolutions  14,  99, 
and  Substitute  Resolution  70  and  105  are: 

Support  of  the  physician’s  right  to  choose 
whom  he  or  she  will  accept  as  patients,  and 
the  right  to  exercise  this  choice  by  the  terms 
of  contractual  arrangements  with  other  phy- 
sicians, medical  groups,  hospitals,  or  other  in- 
stitutions. 

A statement  that  a physician’s  obligations  to 
provide  information  to  n patient  of  any  other 
party  are  those  required  by  customary  good 
medical  practice  and  law. 

A statement  that  physicians  may  accept  or 
decline  patients  sent  to  them  by  licensed 
limited  practitioners  or  by  laymen.  It  also 
states  the  role  of  specialists  in  providing  in- 
formation to  such  patients  if  they  choose  to 
provide  services. 

A statement  that  none  of  these  actions  should 
be  construed  as  an  amendment  to  the  AMA’s 
Principles  of  Medical  Ethics. 

Adopted  were: 

1.  Report  DD  of  the  Board  of  Trustees  concerned 
with  Regional  Physician  and  Hospital  Directories. 

2.  Report  A of  the  Judicial  Council  concerned  with 
Cost-Benefit  Analysis  and  Decision  Theory. 

3.  Report  A of  the  Council  on  Constitution  and 
Bylaws  concerned  with  the  number  required  for 
a quorum  for  meeting  of  the  Board  of  Trustees. 

4.  Report  B of  the  Council  on  Constitution  and 
Bylaws  concerned  with  the  Section  on  Medical 
Schools,  Governing  Council  Terms  of  Office. 

This  report,  the  result  of  help  from  my  alternate, 
Roger  B.  Thomas,  Jr.,  M.D.  and  our  president,  An- 
thony L.  Cucuzzella,  M.D.,  is  intended  to  give  in- 
formation to  our  Board  of  Trustees,  our  executive 
personnel,  and  our  Executive  Committee  to  use  or 
have  used  by  our  Society’s  members  to  each  physician’s 
benefit.  I hope  also  to  depict  for  each  member  of 
the  Medical  Society  of  Delaware  how  much  the  parent 
AMA  does  for  him  or  her. 

1979  ANNUAL  MEETING 

I am  happy  to  have  this  opportunity  to  present 
some  of  the  highlights  of  the  1979  Annual  Meeting 
of  the  AMA  House  of  Delegates,  which  concluded  in 
Chicago  on  July  26. 
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This  meeting  was  the  first  annual  meeting  in  which 
the  House  met  separately  from  the  scientific  exhibits 
and  programs  in  order  to  realize  cost  savings  and 
make  better  use  of  the  Association’s  resources.  The 
House  considered  262  resolutions  and  reports,  touch- 
ing on  virtually  every  issue  of  importance  to  the 
practicing  physician.  There  was  high  interest  in  the 
issues  up  for  consideration  as  reflected  in  an  all-time 
high  registration  of  about  2,400  physicians  and  guests. 

With  the  addition  of  representation  from  three 
more  national  specialty  societies,  the  House  consists 
of  277  delegates.  At  this  meeting  the  House  accepted 
delegates  from  the  American  College  of  Nuclear 
Medicine,  the  Society  of  Thoracic  Surgeons,  and  the 
American  Intra-Ocular  Implant  Society,  bringing  to 
57  the  total  number  of  specialty  society  delegates. 

At  this  annual  meeting  there  was  not  a single  over- 
riding issue  to  dominate  the  House  deliberations. 
There  was  instead  a variety  of  issues  of  more  or  less 
equal  importance: 

— The  question  of  whether  to  revise  the  Princi- 
ples of  Medical  Ethics  and,  if  so,  how  the  Prin- 
ciples would  read  was  again  considered  by  the 
House. 

— The  Association’s  policy  on  national  health  in- 
surance continued  to  evoke  considerable  dis- 
cussion. 

— The  Association’s  role  in  accrediting  continu- 
ing medical  education  was  re-evaluated. 

— The  Association’s  stance  on  chiropractic  doc- 
trine was  stated. 

— The  House  took  a first  step  toward  re-organiz- 
ing the  federation. 

Medical  Ethics 

After  a year  of  deliberations,  the  Ad  Hoc  Com- 
mittee on  the  Principles  of  Medical  Ethics  submitted 
a report  containing  a new  proposed  version  of  the 
Principles  of  Medical  Ethics.  After  lengthy  debate 
in  the  reference  committee  and  on  the  House  floor, 
we  voted  to  have  the  report  distributed  to  each  state 
medical  association,  county  medical  society,  and  na- 
tional specialty  society  for  study  and  consideration 
by  their  respective  Houses  of  Delegates.  The  House 
called  on  the  Ad  Hoc  Committee  to  submit  a pro- 
gress report  to  the  House  of  Delegates  at  the  1979 
Interim  Meeting  and  a final  report  at  the  1980  An- 
nual Meeting. 

The  reference  committee  said  that  the  Ad  Hoc 
Committee  performed  "a  valuable  service  to  the  As- 
sociation and  has  rendered  a scholarly  report  that 
deserves  careful  consideration  at  all  levels  of  organized 
medicine.”  The  reference  committee  also  recom- 
mended, and  the  House  concurred,  that  the  Ad  Hoc 
Committee  continue  to  revise  its  report  after  receiv- 
ing comments  from  the  membership. 

We  will  have  a reference  committee  at  our  own 
Annual  Meeting  studying  this  report. 


National  Health  Insurance 

The  perennial  debate  on  the  Association’s  policy 
pertaining  to  national  health  insurance  resulted  in 
a solid  vote  of  confidence  for  the  AMA  leadership — 
the  Board  of  Trustees,  the  Council  on  Medical  Ser- 
vice, and  the  Council  on  Legislation.  The  AMA 
policy  briefly  stated  is  to  maintain  the  high  quality 
of  medical  care  within  the  framework  of  private 
insurance  and  the  four  principles  adopted  at  the  1978 
Interim  Meeting  to  assure  the  availability  of  private 
insurance  against  the  cost  of  catastrophic  illness.  The 
House  authorized  AMA  leadership  to  continue  to  be 
actively  involved  in  the  Congressional  debate. 

The  reference  committee  noted  that  "The  AMA 
has  not  supported  and  does  not  support  any  program 
or  legislation  to  nationalize  or  socialize  the  health 
care  system  in  this  country.” 

Continuing  Medical  Education 

In  a dramatic  and  far-reaching  action,  the  House 
of  Delegates  voted  to  drop  its  membership  in  the 
Liaison  Committee  on  Continuing  Medical  Educa- 
tion, thereby  reverting  to  its  role  as  primary  accredi- 
tor for  CME-sponsoring  organizations.  President 
Tom  E.  Nesbitt  stated,  "It’s  time  to  bring  CME  back 
into  the  fold  of  the  AMA  where  it  belongs.”  The 
Delegates  agreed  with  the  Board  of  Trustees  and  the 
Council  on  Medical  Education  and  voted  to  withdraw 
from  the  LCCME  immediately. 

In  taking  this  action,  the  House  responded  to  in- 
tense frustration  on  the  part  of  practicing  physicians 
who  have  long  believed  that  the  CME  ground-rules 
through  the  LCCME  did  not  consider  their  needs. 

Chiropractic 

The  House  of  Delegates  determined  that  the  AMA 
will  continue  to  warn  the  public  of  the  hazards  to 
health  of  entrusting  the  diagnosis  and  treatment  of 
such  human  ailments  as  essential  hypertension,  heart 
disease,  stroke,  cancer,  diabetes  and  infections  "to 
practitioners  who  rely  upon  the  theory  that  all  dis- 
ease is  caused  by  misalignment  of  spinal  vertebrae  and 
can  be  cured  by  manual  manipulation  and  adjustment 
of  the  spine.”  A Board  of  Trustees  report  on  chiro- 
practic, asserting  that  the  AMA  knows  of  no  scien- 
tific evidence  to  support  spinal  manipulation  and  ad- 
justment as  appropriate  treatment  for  such  ailments, 
was  adopted. 

The  report  states  that  "It  is  better  to  call  attention 
to  the  limitations  of  chiropractic  in  the  treatment  of 
particular  ailments  than  to  label  chiropractic  an  'un- 
scientific cult,’  ” since  not  everything  a chiropractor 
may  do  when  acting  within  the  scope  of  a license 
granted  by  a state  is  necessarily  without  therapeutic 
value. 

The  report  reaffirms  the  AMA  position  that  "A 
physician  should  at  all  times  practice  a method  of 
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healing  founded  on  a scientific  basis.”  It  states  that 
a physician  may  refer  a patient  to  another  physician, 
a licensed  limited  practitioner,  or  any  other  provider 
permitted  by  law  to  furnish  health  care  services 
whenever  the  physician  believes  referral  will  benefit 
the  patient.  The  report  also  reaffirms  the  position 
that  the  AMA  "supports  the  right  of  every  physician 
to  choose  those  persons  whom  he  or  she  will  accept 
as  patients  and  also  to  exercise  his  or  her  choice  by 
the  terms  of  contractual  arrangements  with  other 
physicians,  medical  groups,  hospitals,  or  other  in- 
stitutions.” 

Membership 

Responding  to  the  need  to  broaden  the  AMA  mem- 
bership base  in  keeping  with  the  growth  of  the  phy- 
sician population,  the  Council  on  Long  Range  Plan- 
ning and  Development  submitted  a comprehensive 
report  recommending  direct  recruitment  of  mem- 
bers. The  report  also  asked  for  the  endorsement  of 
the  concept  of  the  AMA  as  an  organization  of  Ameri- 
can medical  organizations  or,  in  other  words,  institu- 
tional rather  than  individual  membership. 

The  House  voted  to  authorize  the  Board  of  Trustees 
to  conduct  limited  pilot  studies  for  recruiting  and 
accepting  members  directly  without  the  necessity  of 
having  to  go  through  the  state  medical  societies. 
These  pilot  studies  would  go  into  effect  on  May  1, 
1980,  after  the  traditional  dues  billing  process 
through  the  federation  has  had  a chance  to  work. 

The  House  also  called  for  additional  study  and  de- 
velopment of  the  "organization  of  organizations” 
concept  whereby  a state  medical  association  would 
become  an  organizational  member  of  the  AMA. 

The  Council  on  Long  Range  Planning  and  De- 
velopment will  consult  with  constituent  and  com- 
ponent societies  in  the  preparation  of  future  reports 
on  this  concept. 

In  other  actions,  the  House: 

— Endorsed  a major  campaign  to  reduce  cigarette 
smoking. 

— Adopted  a series  of  guidelines  for  coronary  by- 
pass surgery. 

— Received  a warning  that  the  House  can  expect 
a request  for  a dues  increase  in  1980  for  imple- 
mentation during  the  following  year  unless 
there  is  a significant  increase  in  membership. 

— Adopted  an  emergency  resolution  calling  on  the 
AMA  to  explore  the  adoption  of  a program  to 
aid  Vietnam  refugees  known  as  "boat  people.” 

— Reaffirmed  the  AMA’s  commitment  to  the  pro- 
gram for  voluntary  restraint  of  physician  fee 
increases.  This  program  was  first  proposed  by 
Doctor  Tom  E.  Nesbitt  in  his  inaugural  address 
and  calls  on  physicians  to  moderate  the  rate  of 
fee  increase  by  one  percent  for  each  of  two 
years. 


It  was  a busy  meeting.  The  debate  was  lively  and 
knowledgeable.  There  were,  of  course,  many  more 
issues  and  activities  which  occurred  during  the  week 
— too  many  to  mention  in  this  report. 

I would  encourage  you  to  attend  and  actively  par- 
ticipate in  these  sessions. 

Please  let  me  know  your  views  on  issues  that  affect 
your  practice  so  that  we  can  bring  your  thoughts  to 
the  House. 

Elections 

President-Elect 

Robert  B.  Hunter,  Sedro  Woolley,  Washington 
(unopposed) 

T rustees 

John  J.  Coury,  Jr.,  Port  Huron,  Michigan  (re- 
elected) 

Frank  J.  Jirka,  Jr.,  Barrington  Hills,  Illinois 
(re-elected) 

Hubert  A.  Ritter,  St.  Louis,  Missouri  (re-elec- 
ted) 

Lowell  H.  Steen,  Hammond,  Indiana  (re-elec- 
ted) 

W.  J.  (Jack)  Lewis,  Dayton,  Ohio  (elected  to 
two-year  unexpired  term  of  Doctor  Hunter) 

Speaker  of  the  House 

William  Y.  Rial,  Swarthmore,  Pennsylvania  (re- 
elected, unopposed) 

Vice  Speaker  of  the  House 

Harrison  L.  Rogers,  Jr.,  Atlanta,  Georgia  (re- 
elected, unopposed) 

Council  on  Constitution  and  Bylaws 

George  L.  Collins,  Jr.,  Buffalo,  New  York 
John  C.  Hawk,  Jr.,  Charleston,  South  Carolina 
John  Barrasso,  Washington,  D.C.  (resident  mem- 
ber) 

Council  on  Medical  Education 

Richard  G.  Connar,  Tampa,  Florida  (re-elected) 
M.  T.  Jenkins,  Dallas,  Texas  (re-elected) 

E.  James  Potchen,  East  Lansing,  Michigan 
William  F.  Kellow,  Philadelphia,  Pennsylvania 

Council  on  Medical  Service 

Lonnie  R.  Bristow,  San  Pablo,  California 
John  H.  Dawson,  Seattle,  Washington 
John  Glasson,  Durham,  North  Carolina  (re-elec- 
ted) 

A.  Roy  Tyrer,  Jr.,  Memphis,  Tennessee  (re-elec- 
ted) 

R.  Phillip  Dellinger,  San  Antonio,  Texas  (resi- 
dent member) 

Council  on  Scientific  Affairs 

William  D.  Dolan,  Jr.,  Arlington,  Virginia  (re- 
elected) 

Ray  W.  Gifford,  Jr.,  Cleveland,  Ohio  (re-elec- 
ted) 
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John  H.  Moxley,  III,  La  Jolla,  California 
Rogers  J.  Smith,  Portland,  Oregon  (re-elected) 
Marie  G.  Kuffner,  Houston,  Texas  (resident 
member) 

Judicial  Council 

Samuel  R.  Sherman,  San  Francisco,  California 
(reappointed  by  the  President  with  the  assent 
of  the  House) 

Rhoslyn  J.  Bishoff,  M.D. 

Delegate 

(The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
KENT  COUNTY  MEDICAL  SOCIETY 

The  Kent  County  Medical  Society  met  three  times 
during  the  year  1979.  These  were  dinner  meetings 
which  included  the  spouses  and  other  guests  of  the 
member  physicians. 

For  one  of  the  meetings,  Dr.  Dennis  McCarthy  of 
the  National  Institutes  of  Health  presented  a very 
interesting  discussion  of  peptic  ulcer  and  included  in 
the  discussion  a comprehensive  review  of  histamine 
H2  blockers,  specifically,  the  drug  Tagamet.  There 
were  four  new  members  who  joined  the  Kent  County 
Medical  Society  during  this  year. 

Joel  R.  Temple,  M.D. 

President, 

Kent  County  Medical  Society 

(The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
SUSSEX  COUNTY  MEDICAL  SOCIETY 

The  Sussex  County  Medical  Society  for  the  year 
1979  has  not  only  grown  in  membership,  but  also 
has  extended  its  active  role  as  a vanguard  of  medical 
practice  in  terms  of  quality  and  in  the  policy-making 
of  hospital  practice  as  proved  by  the  newly  acquired 
voting  rights  and  privileges  of  medical  staff  members 
integrated  into  each  hospital  board,  whereas  before 
they  sat  as  spectators  in  each  hospital  board  meeting. 

The  Society  has  kept  its  vigil  in  monitoring  pre- 
scriptions of  controlled  substances,  keeping  in  per- 
sonal contact  with  school  authorities  in  regards  to 
drug  traffic  and  also  members  involving  themselves 
voluntarily  or  involuntarily  in  educating  school  chil- 
dren in  the  form  of  formal  and  informal  group  iec- 
tures. 

Despite  its  opposition  to  the  formation  of  a fed- 
erally funded  Middle  Sussex  Clinic  in  Millsboro, 
Delaware,  the  Sussex  County  Medical  Society  has  ac- 
cepted its  existence  since  it  started  to  function  in 
July  1979,  but  the  watchful  eye  of  the  Society  will 
monitor  the  quality  of  medical  service. 

The  Society  has  kept  in  line  with  the  policy  of  not 
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associating  with  those  providing  health  care  on  a non- 
scientific  basis. 

It  has  fully  endorsed  and  suggested  the  activities 
of  its  Medical  Auxiliary  which  is  most  active  in  the 
State  of  Delaware. 

The  Medical  Society  has  plans  to  expand  its  role 
by  disseminating  medical  information  to  the  com- 
munity by  means  of  radio  and  television  and  also 
through  written  daily  news  media. 

The  Society  as  a whole  is  proud  to  be  an  integral 
part  of  the  State  Medical  Society  of  Delaware.  It  will 
continue  to  uphold  its  standard  as  a high  quality 
medical  society  and  strive  to  preserve  human  dignity 
in  illness  and  in  health  and  to  preserve  the  principle 
that  the  quality  of  medicine  in  a community  is  re- 
flected by  the  health  of  the  people  that  run  it. 

Palmarin  C.  Francisco,  M.D. 

President, 

Sussex  County  Medical  Society 

(The  report  was  filed.) 

DELAWARE  ACADEMY  OF  MEDICINE 

Your  representative  to  the  Delaware  Academy  of 
Medicine  this  past  year  has  kept  abreast  of  the  ac- 
tivities of  the  Academy. 

The  5 0th  Anniversary  of  the  founding  of  the 
Academy  will  be  celebrated  on  February  8,  9,  10, 
1980.  A very  exciting  program  is  currently  being 
planned  for  this  occasion,  beginning  with  a buffet 
supper  Friday  evening  and  the  opening  of  an  exhibit 
at  the  Historical  Society  of  Delaware.  On  Saturday, 
an  all-day  scientific  program  will  be  held  at  the 
Academy  building.  The  speakers  include  Doctor 
Patrick  Steptoe,  England,  Doctor  Eli  Ginzberg,  an 
economist  at  Columbia  University,  and  Doctor  Merlin 
K.  Du  Val,  Jr.,  President,  National  Health  Education 
Center,  San  Francisco.  This  program  will  close  with 
a performance  of  "The  Theatre  of  the  Future.” 
Saturday  evening,  a banquet  will  be  held  at  the  Hotel 
DuPont.  The  speaker  will  be  Doctor  Isaac  Asimov, 
well-known  futurist  and  science  writer.  The  open- 
ing of  an  exhibition  of  works  of  art  from  the  collec- 
tions of  our  members  will  be  held  Sunday  afternoon 
in  the  Downtown  Gallery  in  the  Bank  of  Delaware 
building. 

The  Delaware  Academy  of  Medicine  Library  has 
expanded  its  services  again  this  year  by  joining  the 
Delaware  Library  Consortium.  This  provides  the 
membership  with  access,  through  OCLC,  (Ohio  Col- 
lege Library  Center),  to  any  book  on  the  computer 
base  compiled  of  1800  libraries  all  over  the  U.S.A. 
The  Wilmington  Area  BioMedical  Library  Consor- 
tium (WABLC),  which  is  housed  at  the  Academy 
Library,  has  a complete  computerized  union  list  of 
periodicals  and  reference  tools.  The  union  list  of 
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periodicals  provides  locations  for  1600  health-related 
journals.  The  reference  list  gives  location  informa- 
tion for  specialized  book  resources.  The  Academy’s 
library  is  a depository  for  medical  literature  includ- 
ing journals  and  books  dating  back  to  the  turn  of  the 
century  as  well  as  the  medical  journals  from  all  50 
states.  The  primary  users  of  the  Library  are  the  pro- 
fessional members  of  the  Academy,  the  area  hospitals, 
industry,  nursing  schools,  and  the  colleges.  The  medi- 
cal literature  needs  of  Kent  and  Sussex  County  hos- 
pitals are  also  filled  by  or  through  the  Academy.  The 
Medical  Society  of  Delaware  contributed  $2,000  to 
the  Academy’s  Library  this  year. 

The  Auxiliary  of  the  New  Castle  County  Medical 
Society  continued  their  financial  support  of  the 
Academy. 

The  annual  Infectious  Disease  Symposium  was  ex- 
panded to  four  days  and  again  held  at  the  Academy 
in  May  for  the  16th  year.  This  conference  is  co- 
sponsored by  the  Academy.  Attendance  continues  to 
be  very  high,  and  the  Academy’s  facilities  are  used 
to  capacity. 

The  10th  Warren  Lecture  was  held  as  an  all-day 
seminar  in  November.  It  was  very  well  attended  by 
the  health  professionals  in  the  area. 

The  annual  banquet  of  the  Academy  was  held  in 
February.  The  speaker  was  Joseph  B.  Maclnnis,  M.D., 
of  Toronto,  Canada.  His  lecture  was  entitled  "The 
Undersea  Arctic — Earth’s  Final  Frontier.” 

The  monthly  calendar  of  medical,  dental,  and 
scientific  meetings  continues  to  be  published  and  dis- 
tributed to  the  staffs  of  the  hospitals,  members  of  the 
medical  and  dental  societies,  and  numerous  other  com- 
panies, institutions,  agencies,  and  individuals.  Dis- 
tribution is  currently  1,600  copies.  The  Medical 
Society  of  Delaware  contributed  $500  towards  this 
calendar  in  1979. 

The  Student  Financial  Aid  Program  continues  to 
aid  Delaware  students  preparing  for  careers  in  medi- 
cine, dentistry,  or  allied  health  fields.  Over  $30,000 
was  distributed  in  loans  to  2 5 students  this  year.  The 
Committee  also  continued  to  administer  the  DIMER 
grants  to  the  Delaware-Jefferson  students.  Over 
$60,000  was  awarded  to  the  students  based  on  their 
need. 

The  Delaware  Academy  of  Medicine,  in  particular 
the  Library,  requests  the  continued  support  and  in- 
terest of  the  medical  community. 

Joseph  W.  Abbiss,  M.D. 

Representative 

(The  report  was  filed.) 

MEDICAL  SOCIETY  OF  DELAWARE  AUXILIARY 

Our  theme  for  this  year  was  "In  Unity  There  Is 
Strength.”  Though  beset  by  many  trials  and  tribu- 


lations, we  know  this  now  to  be  true.  Going  quickly 
over  the  past  twelve  months  we  see  that  we  have  in — 
Counties'.  Three — New  Castle,  Sussex,  and  Kent. 
Without  a formalized  structure,  Kent  is  recognized 
and  hoping  to  continue  as  such. 

Membership:  Active  members  293,  Honorary  mem- 
bers 3,  and  Associate  members  14.  New  Castle  County 
has  228,  Sussex  43,  Kent  22.  Membership  is  still 
coming  in. 

Community  Health:  The  immunization  program  was 
continued  to  make  parents  aware  of  its  necessity. 
Bumper  stickers  and  leaflets  were  distributed  for  the 
Medical  Society  of  Delaware  with  the  slogan  "Your 
Body,  Abuse  It  and  You’ll  Lose  It.”  We  participated 
actively  in  the  Nutrition  Program  for  Governor’s 
Health  Week  II.  We  assisted  in  the  "Run  for  Fun” 
in  Dover  on  May  6th  and  in  Wilmington  on  May 
12th.  During  the  month  of  May  thanks  to  the  gen- 
erosity of  the  National  Public  Health  Service,  we 
distributed  lapel  stickers,  leaflets,  and  other  informa- 
tion to  hundreds  of  people  in  Rehoboth  Beach,  the 
Dover  Mall,  and  Wilmington  on  hypertension. 

Community  Health  Services:  Breast  screening  in  its 
sixth  year  brought  an  award  to  Mrs.  Alessandro  Rizzo 
on  February  14th.  More  than  100  guests  enjoyed 
the  Senior  Citizens’  Christmas  Party. 

Historian  of  the  Auxiliary:  Mrs.  Morris  Harwitz 
brought  the  history  of  the  Auxiliary  up-to-date  and 
made  new  additions  to  the  archives. 

A.M.A.-E.R.F.:  The  check  from  A.M.A.-E.R.F.  to 
DIMER  totaled  $1,579.01  this  year.  Additional 
funds  were  added  including  $143.50  collected  with 
a wine  and  cheer  and  an  afghan  raffle.  Also,  the 
proceeds  from  a 5 0-50  raffle  went  to  A.M.A.-E.R.F. 
The  selling  of  the  "Doctor’s  Wife  Rose”  is  a special 
project  by  Sussex  County. 

The  Library  at  the  Academy  of  Medicine  was  given 
$143.5  0 collected  at  the  Annual  Meeting  of  the  Medi- 
cal Society  of  Delaware. 

Mental  Health:  On  September  21st  the  Auxiliary 
manned  a booth  at  the  Delaware  State  Hospital  Fair. 

International  Health:  Equipment  of  deceased  phy- 
sicians was  donated  to  South  America.  International 
Year  of  the  Child  was  observed.  The  "Penny  a Day” 
program  by  Sussex  provided  a donation  to  "Care.” 

Communication:  Communiques  are  sent  to  the  Ex- 
ecutive Committee  periodically;  Auxiliary  Chatters, 
Direct  Line,  Facets,  Mini-Confluence  kept  us  in- 
formed. Our  own  "First  State  Auxilian”  reached 
everyone  on  time  and  was  beautifully  edited  by  Mrs. 
James  P.  Aikins. 

Legislation:  Alertness  was  the  by- word.  A letter  urg- 
ing participation  in  DELPAC  was  sent  to  members. 
"Legislative  Roundup”  kept  us  informed. 
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Medical  Education  Fund  Raising:  A luncheon-fashion 
show  given  by  New  Castle  County  had  the  largest 
profit  ever — over  $2,800.  Sussex  County  raised  over 
$400  with  their  first  fashion  show.  An  art  auction 
by  New  Castle  County  netted  $1000  for  Auxiliary 
scholarships. 

By-Laws:  These  are  being  revised  and  re-written. 
This  process  will  be  completed  within  the  year. 

Meetings  Attended  by  the  President: 

National:  1978 — Leadership  Confluence,  Chicago; 

A.M.A.  Auxiliary  Convention,  St.  Louis,  Missouri; 
Eastern  Regional,  New  York;  A.M.A.  Auxiliary  Con- 
vention, Chicago. 

State:  New  Jersey’s  Annual  Meeting,  Atlantic  City; 
New  York’s  Annual  Meeting,  New  York  City;  Penn- 
sylvania’s Annual  Meeting,  Lancaster;  Virginia’s  An- 
nual Meeting,  Williamsburg;  Maryland’s  Seminar  on 
Safety,  Towson,  Maryland. 

Delaware:  Report  to  Medical  Society  of  Delaware  An- 
nual Meeting  including  luncheon  and  dinner;  New 
Castle  County  Annual  Meeting,  installation  of  Offi- 
cers; Sussex  County  Annual  Meeting;  six  Board  of 
Directors  meetings;  five  executive  meetings;  annual 
convention  meetings. 

"But  whether  our  efforts  are  or  are  not  favored 
by  life,  let  us  be  able  to  say  when  we  come 
near  the  great  goal:  'I  have  done  what  I 
could’.”  These  words  spoken  by  Louis  Pas- 
teur can  apply  to  us  today. 

Joan  M.  Wooden 
President, 
Medical  Society  of 
Delaware  Auxiliary,  1978-79 

(The  report  was  filed.) 

MEDICAL  SOCIETY  OF  DELAWARE  AUXILIARY 

This  year  we  have  been  aided  in  our  program  of 
immunization  against  childhood  diseases  by  the  use 
of  nationwide  media.  On  the  radio  there  are  spot 
announcements  which  emphasize  the  need  for  children 
to  be  immunized. 

There  are  many  school-age  children  in  our  country 
who  are  not  protected  against  polio,  measles,  diph- 
theria, whooping  cough,  tetanus,  German  measles, 
and  mumps.  In  Delaware  we  have  a very  good  record 
for  immunization,  but  we  need  to  keep  the  program 
before  the  parents.  A record  is  kept  of  immuniza- 
tion shots  for  each  child  at  entry  to  first  grade.  We 
have  cooperated  with  the  schools  in  a campaign  to 
make  both  parents  and  children  aware  of  the  need  for 
immunization  and  "follow-up”  shots  or  "boosters.” 

We  have  also  undertaken  a program  for  the  post 
school-age  population.  This  is  aimed  at  motivating 
people  to  adopt  personal  habits  and  life-styles  which 
might  prevent  premature  death  or  accidental  injury. 
Another  program,  Well  Aware  about  Health,  is  aimed 


at  educating  the  public  to  recognize  such  health 
hazards  as  smoking,  drinking,  overuse  of  harmful 
drugs,  high  blood  pressure,  high  cholesterol,  obesity, 
depression,  and  non-use  of  seat  belts.  Such  life-style 
behaviors  may  lead  to  death  from  heart  disease,  stroke, 
suicide,  motor  vehicle  accidents,  etc. 

We  have  participated  in  Governor’s  Health  Week 
activities  in  cooperation  with  other  agencies  in  the 
city.  Children  in  the  state  were  invited  to  join  in  fun 
activities  which  centered  on  nutrition  and  exercise. 
These  were  organized  statewide,  and  Auxilians  from 
each  county  helped  in  various  roles.  We  are  involved 
in  promoting  health  education,  and  we  are  knowl- 
edgeable participants  in  the  health  care  picture. 

Alice  M.  Benge 
President, 
Medical  Society  of 
Delaware  Auxiliary,  1979-80 

(The  report  was  filed.) 

REPORTS  OF  THE  STANDING 
COMMITTEES 

BUDGET  COMMITTEE 

On  September  24,  1979,  the  Budget  Committee 
after  carefully  reviewing  the  finances  of  the  Society 
proposed  a total  balanced  budget  of  $171,25  3.00  re- 
flecting the  following: 

1.  A cost  of  living  salary  increase  for  qualified  office 
personnel 

2.  $2,500.00  for  legal  counsel,  not  budgeted  in  pre- 
vious years 

3.  A $1,000.00  increase  in  the  Society’s  donation  to 
the  Medical  Society  of  Delaware  Auxiliary 

4.  A ten  percent  increase  in  travel  expenses  for  the 
AMA  delegate  and  contingencies 

5.  A fifteen  percent  increase  in  insurance 

6.  A twenty  percent  increase  in  audit  expenses 

A recommendation  was  made  to  the  Board  of  Trus- 
tees that  the  unused  and  unneeded  portion  of  the 
Education  Fund  (approximately  $6,000)  be  added 
to  the  Medical  Benevolence  Fund.  $2,5  00  of  the  re- 
maining is  to  be  donated  to  the  Academy  of  Medicine 
for  educational  activities  and  the  remaining  $5  00  is 
to  be  donated  to  the  Continuing  Medical  Education 
Program  for  Physicians. 

The  Committee  appreciated  the  efforts  of  the  Ex- 
ecutive Director  and  staff  in  holding  down  office  ex- 
penses in  a most  imaginative  manner.  The  Com- 
mittee felt  that  the  proposed  budget  is  realistic  and 
maintainable  with  a stringent  expenditure  policy. 

The  Chairman  wishes  to  thank  Doctor  Dyer  for  his 
valued  counsel  in  assisting  in  the  formulation  of  the 
1979-1980  budget. 
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MEDICAL  SOCIETY  OF  DELAWARE 
BUDGET  — 1979-1980 


Receipts 

Dues  $150,203.00 

Dividends  and  Interest  21,050.00 


TOTAL  RECEIPTS  $171,25  3.00 

Disbursements 
Office  Personnel 

Employee  Benefits  . $ 8,000.00 

Salaries 80,000.00 

Employer  Tax  4,5  00.00 

Hospitalization  3,3  00.00 

Office 

Contribution  to  Academy  8,200.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies,  etc.  14,700.00 

Audit 1,725.00 

Insurance  and  Contracts  8,62  5.00 

Travel  and  Contingency  8,3  00.00 

Committees  and  Contingency  7,600.00 

Subscriptions  and  Dues  800.00 

Contributions  300.00 

Medical  Society  of  Delaware 

Auxiliary  1,5  00.00 

Ned  Davis  Associates  9,000.00 


Legal  Counsel  2,5  00.00 

Liabilities 

"''Education  Fund  $ 3,592.00 

Delaware  Medical  Journal 

Subscriptions  7,175.00 

Medical  Defense  Fund  718.50 

Medical  Benevolence  Fund  718.50 

TOTAL  DISBURSEMENTS  $171,253.00 


$2,000.00  donation  from  the  Education 
Fund  for  the  Academy  of  Medicine 
Library 

$5  00.00  donation  from  the  Education 
Fund  for  the  Academy  of  Medicine 
Calendar 

$5  00.00  donation  from  the  Education 
Fund  to  the  University  of  Delaware 
for  the  Society  Sponsored  Continuing 
Education  Program  in  conjunction 
with  the  University  of  Delaware  and 


Jefferson  Medical  College. 

Funds  as  of  11-16-79 

Medical  Benevolence  Fund  $ 8,822.00 

Medical  Defense  Fund  $ 9,213.00 

Education  Fund  $ 31.17 


Peter  R.  Coggins,  M.D. 

Chairman 


(The  report  was  adopted.) 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor's  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U  S. A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH-’  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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MEDICAL  ECONOMICS  COMMITTEE 

A meeting  of  the  Medical  Economics  Committee 
of  the  Medical  Society  of  Delaware  was  held  October 
5,  1979,  to  discuss  the  feasibility  of  two  minor 
changes  to  the  Disability  Income  Insurance  Program 
for  Society  members.  If  these  changes  are  approved, 
the  individual  members  will  be  contacted  by  the  in- 
surance carrier  to  determine  whether  they  wish  to 
subscribe  to  these  minor  changes  in  their  policy. 

Throughout  the  year,  the  Chairman  of  the  Com- 
mittee with  the  assistance  of  the  Executive  Director 
of  the  Medical  Society  of  Delaware,  has  continued 
to  invite  other  insurance  carriers  to  submit  a program 
with  more  liberal  benefits  and  more  liberal  under- 
writing than  the  current  Disability  Income  Program 
in  effect.  There  have  been  no  new  programs  sub- 
mitted. 

The  Chairman  also  pursued  the  feasibility  of  a true 
Major  Medical  Program  for  Society  members  but  has 
been  unable  to  find  an  insurance  carrier  who  is  willing 
to  underwrite  such  a program  in  this  state. 

Olin  S.  Allen,  II,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  met  four  times 
during  the  preceding  year.  The  principal  assignment 
of  the  Committee  is  to  adjudicate  disputes  over  levels 
of  reimbursement  which  arise  from  time  to  time  be- 
tween participating  physicians  and  the  Blue  Shield 
plan.  This  year,  like  the  preceding  several  years,  saw 
very  little  activity  of  this  type.  As  physicians  have 
gained  experience  with  the  prevailing  fee  contract 
and  as  precedent  has  been  accumulated,  disputes  over 
fees  have  become  quite  rare. 

The  few  cases  which  the  Committee  was  asked  to 
address  almost  invariably  involved  new  procedures  for 
which  no  precedent  existed.  Various  microscopic 
surgical  procedures,  sigmoidoscopy  using  the  flexible 
fiberoptic  instrument,  and  recently  developed  ortho- 
pedic procedures  are  examples. 

During  the  past  year  management  of  the  Medicaid 
program  has  passed  from  Blue  Cross  and  Blue  Shield 
of  Delaware,  Inc.  to  The  Computer  Company.  The 
institution  of  this  new  program  resulted  in  a signifi- 
cant number  of  "start-up  problems.”  A similar  situa- 
tion existed  in  the  administration  of  a new  program 
covering  inmates  of  Delaware  prisons.  In  both  in- 
stances, the  Medical  Review  Committee  was  able  to 
provide  some  assistance  to  all  parties  concerned  and 
to  dispel  some  of  the  misunderstandings  which  existed. 
In  my  opinion  these  two  programs  are  now  running 
smoothly. 

There  was  one  significant  point  of  friction  between 


the  Society  and  Blue  Shield  during  the  past  year. 
This  involved  inaccurate  information  which  Blue 
Shield  supplied  its  subscribers.  In  many  instances, 
subscribers  would  be  inaccurately  informed  on  the 
level  of  Blue  Shield  payment  to  their  personal  phy- 
sician. Blue  Shield  seemed  strangely  callous  toward 
the  Society’s  objection  to  this  misrepresentation. 
However,  our  vigorous  protests  were  successful  in 
correcting  the  situation. 

Joseph  E.  Belgrade,  M.D. 

Chairman 

(The  report  was  adopted.) 

MEDICAL  SERVICES  INSURANCE 
COMMITTEE 

The  Medical  Services  Insurance  Committee  held  no 
meetings  during  the  past  year.  The  assignment  of 
this  Committee  is  so  similar  to  the  assignment  of  the 
Medical  Review  Committee  that,  for  several  years,  the 
work  of  the  two  groups  has  been  combined.  This 
combination  is  facilitated  by  the  fact  that  the  mem- 
bership of  the  two  committees  is  identical. 

As  I have  in  previous  years,  I continue  to  recom- 
mend that  the  reality  of  the  situation  be  recognized 
in  the  structure  of  our  Society  and  that  these  two 
committees  be  merged  officially  into  one. 

Joseph  E.  Belgrade,  M.D. 

Chairman 

(The  report  was  adopted.) 


PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

One  meeting  of  the  Peer  Review  and  Professional 
Evaluation  Committee  was  held,  on  October  2,  1979. 
As  a result  of  a suggestion  at  last  year’s  meeting  the 
Kent  County  and  the  Sussex  County  Medical  Societies 
now  are  listed  in  the  downstate  telephone  books  with 
the  State  Society’s  number. 

Patient  complaints  are  handled  on  a one-to-one 
basis  in  Sussex  County,  and  in  Kent  County  prob- 
lems have  been  solved  intramurally  also,  rather  than 
by  formal  committee  action.  The  Peer  Review  Com- 
mittee felt  that  problems  are  being  taken  care  of 
whether  through  a formal  committee  structure  as  in 
New  Castle  County  where  most  of  the  problems  are, 
or  on  a face-to-face  basis  with  the  officers  resolving 
the  problems  as  they  arise  in  Kent  and  Sussex  Coun- 
ties. 

Among  other  topics,  the  State  Committee  discussed 
the  ethical  connotations  of  in-office  diagnostic  test- 
ing. It  was  acknowledged  that  in  rural  settings  in- 
office testing  is  a convenience  for  the  patient  and 
must  be  looked  at  from  a different  perspective  for 
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that  reason  but  that  under  no  circumstances  should 
in-office  diagnostic  testing  be  viewed  principally  as 
a money-making  device  by  the  physician. 

Jane  C.  Straughn,  M.D. 

Chairman 

(The  report  was  adopted.) 


PROGRAM  COMMITTEE 


The  Program  Committee  hereby  records  for  the 
official  record  the  program  arranged  for  the  Annual 
Meeting  of  the  Medical  Society  of  Delaware  on  No- 
vember 17,  1979: 


9:15  a.m.  THE  BIOMEDICAL  USES  OF  PRI- 
MATES 

Frederick  King,  Ph.D.,  Director,  Yerkes 
Primate  Research  Center,  Emory  Uni- 
versity 

10:00  GORGON’S  HEAD 

Jerome  Y.  Lettvin,  M.D.,  Professor  of 
Communications  Physiology,  Massachu- 
setts Institute  of  Technology 
11:15  TRANSMISSIBLE  DEMENTIAS  AND 

UNCONVENTIONAL  VIRUSES 

D.  Carleton  Gajdusek,  M.D.,  Nobelist, 
Chief  of  the  Center  System  Studies  Labo- 
ratory, National  Institute  of  Neurological 
and  Communicative  Disorders  and  Stroke, 
National  Institutes  of  Health 

12:30  p.m.  THE  PSYCHOLOGY  OF  MASS  CON- 
VERSION 

Charles  H.  Edwards,  M.D. 

Christopher  Edwards,  author  of  Crazy 
for  God — The  Nightmare  of  Cult  Life 
2:00  WORLDS  OF  MEDICINE 

E.  Grey  Dimond,  M.D.,  Provost  of  the 
Health  Sciences,  University  of  Missouri- 
Kansas  City 


Remarks  from  the  membership  concerning  sugges- 
tions of  a topic  or  topics  for  next  year’s  meeting  will 
be  welcomed  by  the  present  committee  chairperson 
and/or  the  incoming  President. 

Bernadine  Z.  Paulshock,  M.D. 

Chairman 

(The  report  was  adopted.) 


to  the  Medical  Society  by  all  hospitals  every  six 
months. 

The  accreditation  of  programs  as  "Category  I”  has 
been  complicated  by  the  withdrawal  of  the  American 
Medical  Association  from  the  Liaison  Committee  for 
Continuing  Medical  Education  (LCCME).  The  AMA 
has  now  empowered  each  state  medical  society  to  ac- 
credit institutions  within  its  borders  to  conduct  and 
designate  Category  I programs.  Because  of  Dela- 
ware’s small  size  and  relatively  limited  number  of 
programs,  the  Committee  has  recommended  that  our 
Medical  Society  not  accredit  institutions  but  instead 
accredit  programs.  This  would  tend  to  establish  uni- 
form standards  throughout  the  State.  The  Board 
of  Trustees  has  asked  that  the  Committee  develop  a 
plan  of  operations,  and  this  has  been  done.  The  en- 
tire proposal  is  now  ready  for  discussion.  (See  follow- 
ing proposal.) 

PROPOSAL  TO  THE  BOARD  OF  TRUSTEES 
MEDICAL  SOCIETY  OF  DELAWARE 
from 

PUBLIC  AND  PROFESSIONAL  EDUCATION 
COMMITTEE 

It  is  our  understanding  that  all  State  Medical  So- 
cieties are  now  empowered  to  accredit  institutions 
which  want  to  conduct  programs  in  continuing  medi- 
cal education  within  their  state  so  that  those  institu- 
tions can  certify  selected  programs  as  meeting  the  re- 
quirements for  Category  I credit.  This  certainly 
seems  to  make  good  sense  in  a large  state  or  a state 
with  multiple  educational  institutions  within  its  bor- 
ders. In  Delaware,  however,  which  has  only  a very 
small  number  of  institutions  and  organizations  which 
conduct  CME  programs,  it  should  be  quite  feasible 
for  the  State  Medical  Society  to  accredit  individual 
programs  rather  than  institutions.  Moreover,  this 
would  give  better  standardization  and  quality  control. 

There  is  no  question  that  approving  individual 
programs  will  be  more  work,  but  somebody  will  have 
to  make  these  decisions  under  any  system,  whether  it 
be  at  the  local  level  or  at  the  state  level.  Moreover, 
this  should  tend  to  minimize  any  rivalries,  hostilities, 
and  bad  feelings  over  whether  any  individual  institu- 
tion is  accredited  or  not. 


PUBLIC  AND  PROFESSIONAL  EDUCATION 
COMMITTEE 

The  Public  and  Professional  Education  Committee 
has  concerned  itself  primarily  with  implementing  the 
requirement  for  Continuing  Medical  Education  as  a 
precondition  for  active  membership  in  the  Medical 
Society  of  Delaware.  The  tabulation  by  individual 
hospitals  of  the  attendance  at  Category  I programs 
has  been  carried  out  for  the  first  six  months  of  1979, 
and  some  of  this  information  has  been  forwarded  to 
the  State  Society.  It  is  hoped  that  this  can  be  carried 
out  on  a more  systematic  basis  with  summaries  sent 


I suggest  that  the  pattern  of  meetings  of  the  Com- 
mittee on  Public  and  Professional  Education  be  regu- 
larized to  every  fourth  month  (September,  January, 
and  May)  with  meetings  in  the  interval  of  a small 
subcommittee  of  this  Committee.  Each  of  these 
meetings  would  have  as  its  major  agenda  item  the 
review  of  proposed  programs  for  accreditation. 

The  following  criteria  for  accreditation  of  pro- 
grams should  be  observed: 

1.  The  program  should  be  planned  far  enough  in 
advance  to  allow  the  Committee  to  act.  No 
programs  would  be  approved  retrospectively. 
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2.  Planning  should  be  done  by  a committee  (at 
least  three  people)  and  not  by  an  individual. 

3.  It  should  be  planned  specifically  to  meet  a need 
of  practicing  physicians.  Routine  conferences 
which  are  designed  for  residency  training  do  not 
qualify,  nor  do  regular  required  business  meet- 
ings of  departments  or  staff. 

4.  The  program  should  be  of  high  educational 
quality. 

5.  A record  of  attendance  must  be  kept,  and  a 
summary  of  attendance  must  be  forwarded  by 
the  sponsoring  institution  to  the  Medical  Society 
of  Delaware  annually. 

6.  Announcements  of  the  programs  should  contain 
the  following  statement: 

"As  an  organization  accredited  for  Continuing 
Medical  Education  the  Medical  Society  of  Del- 
aware certifies  that  this  educational  offering 
meets  the  requirements  for  Category  I AMA 
credit.” 

7.  Programs  proposed  for  Category  I credit  should 
indicate  some  attempt  at  evaluation  of  the 
quality  of  the  program  or  its  educational  ef- 
ficacy. 

The  Veterans  Administration  Hospital,  which  has 
previously  been  accredited  by  the  LCCME,  can  con- 
tinue to  certify  its  own  programs. 

The  Wilmington  Medical  Center  can  continue  to 
have  its  programs  certified  through  Jefferson  Medical 
College  if  it  so  chooses,  but  it  also  could  be  encouraged 
to  have  programs  certified  through  the  Medical  So- 
ciety of  Delaware. 

The  University  of  Delaware  Continuing  Education 
Programs  probably  should  follow  through  on  the  same 
mechanism  as  other  institutions  and  hospitals  in  Del- 
aware. 

E.  Wayne  Martz,  M.D. 

Chairman 

(The  report  was  adopted.) 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  met  seven  times  in  the 
first  six  months  of  1979.  Two  of  the  scheduled 
meetings  happened  to  be  cancelled  because  of  snow. 

The  Committee  studied  70  separate  pieces  of  pro- 
posed legislation  bearing  directly  or  indirectly  upon 
the  health  of  the  citizens  of  Delaware.  Forty-three  of 
these  bills  originated  in  the  House  and  twenty-two  in 
the  Senate.  Five  were  joint  resolutions.  The  Com- 
mittee made  definite  recommendations  to  the  Board 
of  Trustees  on  all  but  three  or  four  bills  studied. 

Senate  Bill  No.  4 relating  to  the  expansion  of 
atomic  power  in  Delaware  proved  of  particularly 
great  interest  since  the  Three-Mile  Island  incident 
occurred  during  the  period  of  its  consideration.  This 
bill  was  eventually  referred  to  an  ad  hoc  committee 
for  further  study. 


I should  like  to  continue  Doctor  Morris’s  custom 
of  thanking  the  staff  for  the  very  strong  support  it 
has  unwaveringly  given  the  Committee. 

Stephen  M.  Hanson,  M.D. 

Chairman 

(The  report  was  filed.) 

PUBLICATION  COMMITTEE 

With  its  December,  1979  issue,  Volume  5 1 of  the 
Delaware  Medical  Journal  will  have  been  completed 
During  this  past  year,  5 1 authors  were  represented 
in  our  pages.  Twenty-five  papers  were  published, 
including  12  whose  author (s)  included  physicians 
in  practice  or  in  training  in  Delaware. 

New  members  of  the  Editorial  Board  appointed 
during  1979  include: 

O.  Keith  Hamilton,  M.D. 

Jeffry  I.  Komins,  M.D. 

Richard  H.  Sherman,  M.D. 

Roger  B.  Thomas,  Jr.,  M.D. 

Retiring  members  include: 

Rhoslyn  J.  Bishoff,  M.D. 

William  D.  Johnson,  M.D. 

Allen  C.  Wooden,  M.D. 

The  services  of  all  of  the  Editorial  Board  and  of 
our  other  numerous  consultants  as  well  as  the  con- 
tinued arduous  attention  of  the  office  staff  of  the 
Medical  Society  of  Delaware  are  gratefully  acknowl- 
edged and  deeply  appreciated. 

Physicians  with  an  interest  in  writing  book  reviews 
or  other  manuscripts  for  the  Journal  are  cordially  in- 
vited to  let  us  know  their  interests.  Critical  com- 
ments in  the  form  of  letters  to  the  editor,  editorials, 
or  more  informally  to  any  of  the  editorial  staff  are 
always  welcomed. 

Robert  B.  Flinn,  M.D. 

Chairman 

(The  report  was  filed.) 


DELAWARE  MEDICAL  JOURNAL 
Statement  of  Receipts  and  Disbursements 


Year  Ended 

1-1-79— 

12-31-78 

10-15-79 

Total  Receipts 

$30,630.17 

$29,209.20 

Total  Disbursements 
Excess  Revenue  over 

26,963.28 

30,343.21 

Expenditure  

3,666.89 

1,134.01 

Savings  Account  No.  1 

12,074.85 

12,074.85 

Savings  Account  No.  2 

40.70 

40.70 

Due  to  General  Fund 

3,529.44 

2,185.00 

Anne  Shane  Bader 

Business  Manager 

(The  report  was  filed.) 
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REPORTS  OF  SPECIAL  COMMITTEES 


COMMITTEE  FOR  THE  IMPAIRED  PHYSICIAN 

At  the  1978  Annual  Meeting  of  the  House  of  Dele- 
gates, the  Board  of  Trustees  was  instructed  to  imple- 
ment a program  for  dealing  with  the  impaired  phy- 
sician here  in  Delaware.  The  ad  hoc  committee  that 
was  functioning  in  1978  was  assigned  this  task  and 
has  implemented  such  a program. 

The  Board  of  Trustees  stipulated  certain  guidelines 
concerning  publicity  of  the  program,  namely  that 
advertisement  of  the  Committee’s  purpose  be  limited 
to  the  medical  and  paramedical  communities.  Ac- 
cordingly, a brochure  with  covering  letter  was  sent 
to  the  various  hospitals,  the  Nurses’  Association, 
Pharmacy  Association,  etc.  No  truly  public  an- 
nouncement was  made.  Additionally,  each  physician 
of  the  State  received  the  brochure  that  was  prepared 
by  the  Committee  via  mail  delivery  to  his  or  her  resi- 
dence. 

A 24-hour  phone  number  was  established,  using 
the  facilities  of  the  Medical-Dental  Bureau  in  Wil- 
mington. As  of  the  date  of  this  report,  October  8, 
1979,  no  calls  have  been  received  via  this  special 
phone  line.  One  instance  of  physician  impairment 
was  reported  to  the  Committee  by  the  Staff  of  the 
Medical  Society  of  Delaware;  this  physician  is  cur- 
rently in  treatment. 

It  is  puzzling  to  us  that  after  ten  months  of  opera- 
tion, there  has  been  so  little  response  to  the  offer  of 
the  services  of  the  Impaired  Physician  Program.  Au- 
thorities across  the  country  who  have  considerable 
experience  in  this  problem  of  impaired  physicians  con- 
servatively estimate  that  at  least  10%  of  physicians 
are  ill  by  reason  of  some  impairment.  Perhaps  the 
lack  of  response  is  related  to  our  small  geographic 
size  and  also  to  the  fact  that  as  a group,  we  are  so 
widely  acquainted  with  one  another.  Thus,  famili- 
arity causes  reluctance  to  report  instances  to  our 
Committee  out  of  fear  of  breach  of  confidentiality. 

This  problem  of  lack  of  response  to  the  program 
was  discussed  at  length  by  the  Committee  on  Septem- 
ber 19,  1979.  It  was  decided  to  present  the  following 
recommendations  to  the  Board  of  Trustees  and  the 
House  of  Delegates: 

1.  Another  mailing  of  the  Impaired  Physician  bro- 
chure to  doctors,  using  home  addresses. 

2.  Informing  the  medical  directors  of  the  big  com- 
panies that  the  Committee  exists. 

3.  Reminding  hospital  administrators,  nurses,  and 
pharmacists  again  of  the  Committee’s  existence. 

4.  Having  an  "Ask  the  Doctor”  program  about 
the  Committee  and  its  purpose. 


5.  Informing  directors  of  nursing  of  the  Com- 
mittee. 

6.  Having  a booth  staffed  by  the  Committee  at  the 
Annual  Meeting. 

Although  the  Committee  has  not  had  much  re- 
sponse to  its  program,  nevertheless  it  is  felt  that  the 
program  that  has  been  established  should  be  continued 
and  that  a Committee  for  the  Impaired  Physician 
should  be  an  ongoing  one.  Perhaps  with  wide  pub- 
licity, physicians  who  are  impaired  can  be  identified 
and  helped  to  recover  through  efforts  of  such  a com- 
mittee. 

Calvin  B.  Hearne,  M.D. 

Chairman 

(The  report  was  adopted.) 

DELAWARE  POLITICAL  ACTION  COMMITTEE 
(DELPAC) 

1979  was  an  off  year  for  DELPAC.  The  member- 
ship fluctuated  as  many  of  our  physicians  have  not 
gotten  the  message  about  the  image  of  medicine  in 
this  country.  Our  numbers  are  149  including  four 
sustaining  members. 

Since  1979  was  not  an  election  year,  there  was  no 
great  motivation  to  stimulate  and  educate  the  medical 
community,  although  pertinent  issues  continue  to  re- 
ceive a great  deal  of  attention  on  the  national  scene. 

There  is  a fall  AMPAC  meeting  which  should  pro- 
vide interesting  information  relevant  to  the  1980 
election  scene.  This  year  expect  a great  deal  of  ac- 
tivity to  occur  in  both  local  and  national  campaigns 
and  look  forward  to  greater  physician  cooperation. 
The  Delaware  Political  Action  Committee  represents 
the  entire  medical  community,  and  lack  of  support 
suggests  apathy  about  the  future  of  medicine. 

Robert  Abel,  Jr.,  M.D. 

Chairman 

(The  report  was  filed.) 

ENVIRONMENTAL,  PUBLIC  HEALTH,  AND 
VENEREAL  DISEASE  COMMITTEE 

The  Environmental,  Public  Health,  and  Venereal 
Disease  Committee  met  on  a monthly  basis.  Several 
speakers  addressed  the  Committee  including  Mr.  Va- 
suki,  Director  of  the  Delaware  Solid  Waste  Authority, 
explaining  the  problems  of  and  possible  solutions  to 
the  disposing  of  wastes  from  the  State  of  Delaware. 
Mr.  Richard  Waritz  from  Hercules  talked  about  in- 
dustrial toxicology,  and  Mr.  Hal  Bonner  of  the  Du- 
Pont Co.  spoke  on  radiation  safety  problems  with  nu- 
clear power.  Minutes  from  the  meetings  were  sent 
to  the  Board  of  Trustees  for  their  consideration. 

Dr.  Anthony  Cucuzzella,  President  of  the  State 
Medical  Society,  is  to  appoint  an  ad  hoc  committee  to 
draw  up  recommendations  as  to  the  positions  of  the 
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Medical  Society  on  the  effects  of  nuclear  power.  This 
seems  to  be  a timely  adjunct  to  the  problems  of  public 
health. 

The  Environmental  Health  Task  Force  of  Delaware 
has  addressed  itself  to: 

a.  Air  quality 

b.  Water  quality 

c.  Worker  and  consumer  health 

d.  Highway  safety 

e.  Waste  disposal 

f.  Noise 

The  Task  Force  is  one  of  the  Joint  Plan  Develop- 
ment committees  as  set  forth  by  the  Statewide  Health 
Coordinating  Council  and  Delaware  Health  Council, 
Inc.  It  is  hoped  that  the  Medical  Society  of  Delaware 
will  have  a definite  input  to  the  health  planning  of 
the  State. 

Frank  T.  O’Brien,  M.D. 

Chairman 

(The  report  was  adopted.) 

JOINT  PRACTICE  COMMITTEE  FOR 
PHYSICIANS  AND  NURSES 

The  Joint  Practice  Committee  for  Physicians  and 
Nurses  has  met  only  once  in  the  preceding  year.  On 
several  occasions  meetings  were  cancelled  because  of 
a lack  of  a fruitful  agenda.  Some  work  which  re- 
quired joint  meetings  between  the  two  professions 
was  handled  on  an  ad  hoc  subcommittee  basis. 

I have  formed  the  impression  that  meetings  of  the 
Joint  Practice  Committee  are  a potential  cause  of  ten- 
sion oetween  members  of  the  two  professions.  Issues 
seem  to  arise  which  concern  the  leaders  of  medicine 
and  the  leaders  of  nursing  which  have  little  or  no  rele- 
vance to  practicing  physicians  and  nurses.  At  the 
same  time,  when  faced  with  a specific  working  prob- 
lem and  when  handled  at  the  subcommittee  level,  the 
meetings  seem  to  be  productive. 

I believe  that  in  the  near  future,  our  Society  should 
closelv  examine  the  role  of  this  Committee.  Although 
a dialogue  between  the  two  professions  is  certainly 
desirable,  it  may  be  possible  to  alter  the  format  of 
this  dialogue  so  that  the  proper  objectives  of  all  par- 
ticipants could  be  more  surely  achieved. 

Joseph  E.  Belgrade,  M.D. 

Chairman 

(The  report  was  adopted.) 

LIABILITY  INSURANCE  COMMITTEE 

The  Liability  Insurance  Committee  met  twice  dur- 
ing the  past  year. 

The  eighth  annual  report  of  the  Medical  Society 
of  Delaware’s  Aetna  Professional  Liability  Insurance 
Program  incorporated  a number  of  the  recommenda- 
tions made  to  the  Board  of  Trustees  by  the  Liability 
Insurance  Committee. 


The  highlights  of  the  report  are  as  follows: 

1.  Rates  and  premiums  will  not  change  for  the  com- 
ing year. 

2.  A dividend  for  current  policyholders  has  been 
declared  in  the  amount  of  $165,816.  A dividend 
of  $101,217  was  returned  earlier  this  year  for  last 
year’s  policyholders  and  total  dividends  since  the 
inception  of  the  program  are  in  excess  of 
$820,000. 

3.  The  frequency  of  claims  seems  to  be  moderating 
while  the  severity  of  claims  is  on  the  increase. 

4.  The  contingency  provision  has  been  reduced  from 
5 % to  3 % . 

5.  Optional  higher  limits  will  be  available. 

6.  Physicians  in  their  first  and  second  years  of  pri- 
vate practice  will  receive  reduced  rates,  but  this 
does  not  apply  to  physicians  still  in  residence. 

7.  There  will  be  a risk  management  program  run  by 
the  Society  with  input  and  assistance  from  Aetna. 
A fund  made  up  of  1%  of  basic  malpractice  pre- 
miums ($18,000)  will  be  available  for  reimburs- 
ing the  Society  for  authorized  expenses  incurred 
in  running  such  a program.  The  actual  me- 
chanics of  such  a program  will  be  subject  to 
further  meetings,  but  it  was  agreed  that  the  cur- 
rently operating  Impaired  Physician  Committee 
and  the  Claims  Review  Panels  will  be  included  in 
the  program.  Other  risk  management  or  loss  pre- 
vention activities  could  include: 

a.  Investigation  of  new  applicants  for  insur- 
ance 

b.  Types  of  cases  malpractice  claims  flow  from 

c.  Educational  programs 

d.  Analysis  of  losses 

e.  Study  of  physician  records 

f.  Patient  Survey 

It  is  hoped  that  this  program  will  go  far  toward 
reducing  the  possibility  of  patient  injury  while  maxi- 
mizing the  benefits  of  quality  patient  care. 

The  Committee  asked  whether  Aetna  would  be 
willing  to  extend  its  commitment  more  than  the  usual 
one  year.  Aetna  said  they  would  be  willing  to  con- 
sider a five-year  commitment  under  the  following 
conditions: 

1.  There  must  be  a reciprocal  commitment  from  the 
Medical  Society  of  Delaware  sponsoring  the  pro- 
gram for  an  equal  time. 

2.  The  Medical  Society  of  Delaware  must  support 
a continued  loss  control  and  education/risk  man- 
agement program. 

3.  The  Medical  Society  of  Delaware  must  cooperate 
in  maintaining  adequate  rates. 

4.  The  program  can  be  terminated  before  the  five 
years  if  participation  drops  below  50%  of  eligible 
membership.  (Present  participation  at  90%) 

James  B.  McClements,  M.D. 

Charman 

(The  report  was  adopted.) 
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MATERNAL  AND  CHILD  CARE  COMMITTEE 

The  Maternal  and  Child  Care  Committee  met  on 
September  2 5,  1979,  and  statistics  on  maternal  mor- 
tality, voluntary  abortions,  and  neonatal  and  infant 
mortality  were  presented  and  discussed.  It  was  noted 
that  many  Delawareans  may  be  obtaining  voluntary 
abortions  at  nearby  out-of-state  clinics. 

Individual  cases  of  maternal  deaths  were  reviewed, 
and  it  was  noted  that  these  deaths  include  maternal 
deaths  up  to  90  days  after  delivery  whether  or  not 
the  death  was  related  to  the  pregnancy. 


explore  and  improve  family  conditions  at  home 
prior  to  the  patient’s  discharge. 

7.  Lastly,  it  was  determined  that  more  pressure 
should  be  applied  to  the  State  Legislature  to 
provide  more  funds  for  the  care  of  indigent 
pregnant  patients.  The  role  of  preventive 
health  care  should  be  stressed.  A specific  health 
project  or  projects  should  be  presented  which 
would  have  more  of  a chance  of  being  adopted 
than  just  a general  request  for  funds. 

INFANT  MORTALITY— 1978 


The  committee  was  most  pleased  that  newborn  and 
infant  mortality  had  decreased  quite  substantially  in 
Sussex  County  in  1979. 

The  recommendations  of  the  1978  Committee  were 
reviewed  and  reevaluated: 

1.  Some  high-risk  patients  from  the  lower  coun- 
ties have  been  sent  to  the  Wilmington  Medical 
Center  for  delivery  adjacent  to  the  newborn 
intensive  care  unit  at  the  Center.  There  has 
been  an  increase  in  the  numbers  of  sick  new- 
borns and  infants  transferred  to  the  Medical 
Center  this  past  year. 

2.  Pediatric  residents  from  the  Wilmington  Medi- 
cal Center  have  gone  downstate  to  stabilize 
patients  and  then  accompany  them  to  the  Wil- 
mington Medical  Center  by  helicopter  or  am- 
bulance. A transport  incubator  with  heater 
and  respirator  is  now  available  to  rapidly  trans- 
mit these  patients. 

3.  The  possibility  of  assigning  Ob-Gyn  residents 
to  the  downstate  hospitals  was  decided  to  be 
unfeasible  at  this  time  for  several  reasons:  re- 
muneration, lodging,  24-hour  supervision,  and 
the  low  number  of  residents  available,  who  al- 
ready have  a large  workload  in  Wilmington. 

4.  Immaturity-Prematurity  remains  the  chief 
cause  of  death  in  our  newborns  and  stillbirths, 
and  again  the  Committee  recommended  that 
a two-day  seminar  on  "the  prevention  and 
treatment  of  prematurity”  take  place  in  Dover 
or  Wilmington  in  1980  for  obstetricians,  pedi- 
atricians, family  practitioners,  and  nurses  in 
the  above  fields.  Thomas  E.  Dyer,  M.D.,  and 
William  Meyer,  M.D.,  were  appointed  co-chair- 
men for  this  project. 

5.  The  Caesarean  section  rate  has  increased  some- 
what in  the  hospitals,  and  this  may  account  in 
part  for  saving  more  neonates.  It  was  felt  that 
more  effort  should  be  made  to  train  the  pre- 
natal clinic  nurses  to  recognize  the  high-risk 
patient. 

6.  It  was  also  noted  that  more  social  workers  in 
the  pediatric  wards  and  clinics  are  necessary  to 
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NEONATAL  MORTALITY  RATE* 


1972 

1973 

1974 

1975 

1976 

1977 

1978 

Kent 

Caucasian 

8.59 

8.41 

7.45 

5.80 

4.20 

2.38 

6.42 

Other 

22.34 

15.72 

9.20 

3.09 

22.01 

14.83 

12.59 

Total 

11.59 

9.96 

7.82 

5.23 

7.96 

5.01 

7.91 

# of  births 

1638 

1506 

1534 

1529 

1506 

1595 

1643 

New  Castle 

Caucasian 

10.60 

9.86 

8.71 

6.56 

6.89 

7.68 

5.66 

Other 

22.95 

19.0  3 

11.78 

9.87 

8.01 

10.40 

15.23 

Total 

13.08 

11.68 

9.32 

7.21 

7.12 

8.22 

8.00 

# of  births 

5428 

5051 

5148 

5129 

5056 

5350 

5372 

Sc  s s ex 

Caucasian 

10.07 

14.  58 

18.25 

18.30 

10.61 

8.77 

7.64 

Other 

38.00 

24.93 

34.22 

34.  39 

17.45 

25.94 

13.88 

Total 

19.75 

18.18 

23.81 

23.89 

12.98 

14.73 

9.86 

# of  births 

1215 

1155 

1176 

1172  l 1155 

1222 

1217 

" Number  of  deaths  28  days  or  under  per  1000  live  births.  National  rate  is  14.0. 


INFANT  MORTALITY  RATE* 


1972 

1973 

1974 

1975 

1976 

1977 

1 978 

Kent 

Caucasian 

10.15 

11.78 

10.76 

7.46 

5.89 

2.38 

8.82 

Other 

30.72 

16.31 

15.33 

6.19 

37.70 

2 3.73 

17.62 

Total 

14.65 

12.61 

11.73 

7.19 

12.61 

6..  89 

10.95 

# of  births 

1638 

1506 

1534 

1529 

1506 

1595 

1643 

New  Castle 

Caucasian 

13.82 

12.08 

12.10 

9.23 

7.88 

10.24 

7.38 

Other 

33.97 

22.04 

12.77 

2.96 

12.02 

16.08 

20.56 

Tot  a2 

17.87 

19.79 

11.26 

9.94 

8.70 

11.40 

10.60 

# of  births 

5428 

5051 

5148 

5129 

5056 

5350 

5372 

Sussex 

Caucasian 

12.59 

17.24 

20.86 

22.22 

14.58 

11.27 

14.00 

Other 

54.63 

29.92 

44.01 

39 . 31 

27.43 

30.66 

13 . 20 

Total 

27.16 

21.64 

28.91 

28.15 

19.04 

18.00 

14.  79 

# of  births 

1215 

1155 

1176 

1172 

1155 



1222 

1217 

" Number  of  deaths  under  1 year  of  age  per  1000  live  births. 
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VOLUNTARY  ABORTIONS 

Wilmington  Medical  Center 
1970—  520 

1975—  1890 

1976— 2100 

1977—  1827 

1978—  1700 

Women’s  Health  Organization — Private  Clinic 
Opened  in  1977 
Around  3 5-50  per  week 
Around  2000  per  year 

Kent  and  Sussex  Counties — 4 hospitals 

1977—  305 

1978—  187 

1979  (8  months)  — 105 

Judith  G.  Tobin,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICINE  AND  RELIGION  COMMITTEE 

Plans  have  been  made  for  the  Ninth  Annual  Prayer 
Breakfast.  It  was  decided  to  honor  Charles  M.  Ban- 
croft, M.D.,  who  was  instrumental  in  the  creation  of 
the  Annual  Prayer  Breakfast  and  who  has  now  retired 
from  active  practice.  The  program  is  as  follows: 

PROGRAM 

OPENING  REMARKS  Charles  L.  Minor,  M.D. 

Chairman,  Medicine  and  Religion  Committee 
Medical  Society  of  Delaware 
WELCOME  Anthony  Cucuzzella,  M.D. 

President 

Medical  Society  of  Delaware 
PRAYER  Chaplain  Lynwood  Swanson 

Wilmington  Medical  Center 

BREAKFAST 

HYMN  OF  PRAISE  "Faith  of  Our  Fathers” 

MEDITATION 

READINGS 

ANNOUNCEMENTS  Charles  L.  Minor,  M.D. 
CLOSING  PRAYER 

Charles  L.  Minor,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 

The  Medico-Legal  Affairs  Committee  submitted  a 
proposal  concerning  a modern  statutory  definition  of 
death,  in  the  form  of  proposed  legislation,  to  the 
Board  of  Trustees.  Legislative  activity  was  postponed 
until  the  proposed  legislation  could  again  be  reviewed 
by  both  the  Committee  and  our  legal  counsel.  This 
is  a sensitive  area  in  many  ways,  and  progress  will  be 
made  slowly. 


Repercussions  from  the  Loftus  V.  Hayden  interpre- 
tation of  the  locality  rule  portion  of  the  present  mal- 
practice statute  has  resulted  in  a bill  presented  to  the 
House  of  Representatives  by  Representative  Charles 
Hebner.  The  House  unanimously  passed  House  Bill 
445,  which  would  tend  to  broaden  greatly  the  eligi- 
bility of  expert  witnesses  to  appear  in  malpractice 
cases  in  Delaware  Courts.  The  Senate  has  not  yet 
acted  upon  this  bill. 

The  Committee  met  with  Mr.  Hebner  just  prior 
to  the  introduction  of  his  legislation,  and  believed 
that  it  had  convinced  him  that  it  was  not  in  the  in- 
terest of  the  citizens  of  Delaware  to  proceed  with  this 
legislation  and  was  quite  bewildered  and  dismayed  by 
the  passage  of  this  bill. 

The  Committee  has  also  examined  the  availability 
of  medical  expert  evaluation  and  even  testimony  in 
proposed  malpractice  actions  and  feels  that  there  is 
little  or  no  justification  for  suspicions  that  Delaware 
physicians  have  a conspiracy  of  silence.  The  record 
of  cooperation  of  physicians  in  this  state  with  the 
legal  profession  is  far  better  than  that  which  some 
members  of  the  legal  profession  would  have  the  public 
believe. 

The  Committee  also  dealt  with  matters  of  in- 
terprofessional disputes  between  the  legal  and  medical 
professions. 

Martin  Gibbs,  M.D. 

Chairman 

(The  report  was  filed.) 

MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 

The  Mental  Health,  Alcoholism,  and  Drug  Abuse 
Committee  held  two  meetings — April  3 0 and  Sep- 
tember 17,  1979.  In  its  April  meeting  and  in  answer 
to  the  escape  of  a patient  from  the  Court  House  with 
a successful  suicide  attempt  a few  hours  later,  the 
Committee  discussed  holding  Court  proceedings  for 
civil  commitment  cases  at  the  Delaware  State  Hospital 
as  being  in  the  best  interest  of  the  patients  as  opposed 
to  transporting  these  patients  to  the  Courts  in  Wil- 
mington. It  was  felt  that  perhaps  there  may  be  some 
objections  to  holding  proceedings  on  the  hospital 
grounds  as  this  could  carry  with  it  the  stigma  of  con- 
finement or  coercion  of  hospitalized  patients,  and 
deny  the  patients  their  "full  day  in  Court.”  Never- 
theless the  Committee  is  concerned  about  the  patients 
being  in  an  unprotected  atmosphere  and  urged  the 
holding  of  Court  proceedings  for  civil  commitment 
cases  at  the  Delaware  State  Hospital.  No  action  has 
been  forthcoming  so  far,  and  the  Committee  urges 
the  House  of  Delegates  of  the  Medical  Society  to  sup- 
port our  suggestions. 

The  Committee  recommended  amending  Title  13, 
Delaware  Code  $101  (b)  (2)  by  striking  the  entire 
section,  and  this  was  accomplished  by  the  General 
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Assembly.  We  had  questioned  the  constitutionality 
of  the  previous  law,  which  required  all  ex-patients  to 
receive  permission  from  the  Superintendent  of  Dela- 
ware State  Hospital  before  they  could  marry. 

Mr.  Golden  informs  us  that  there  has  been  no  de- 
crease in  the  use  of  amphetamines  in  the  State  of  Del- 
aware. The  members  present  were  of  the  opinion  that 
government  regulations  or  quota  setting  would  not 
work;  re-education  of  physicians  would  be  indicated. 
They  recommended  that  physicians  who  are  over- 
prescribing amphetamines  should  be  brought  before 
an  appropriate  Committee  of  the  Medical  Society  or 
someone  who  knows  the  individuals  well  and  make 
them  aware  of  their  problem. 

It  also  was  the  opinion  of  the  Committee  that  phy- 
sicians should  be  educated  about  the  nationwide  over- 
use of  Valium. 

Richard  Winkelmayer,  M.D. 

Chairman 

(The  report  was  filed.) 

SCHOOL  HEALTH  COMMITTEE 

The  School  Health  Committee  held  four  meetings 
this  year.  The  sports  program  in  early  August,  put 
on  by  the  Alfred  I.  Institute  for  trainers  and  coaches, 
attracted  some  but  not  many  physicians.  It  was  de- 
signed primarily  to  help  define  how  to  prevent  injuries 
— a field  which  Alfred  I.  Institute  has  been  interested 
in  pushing.  They  also  are  working  in  McKean  and  St. 
Mark’s  school  districts,  Wilmington,  in  an  effort  to 
work  more  closely  with  teams  in  this  respect  and  are 
developing  a Monday  morning  clinic  for  consultation 
for  particular  problems  in  these  schools  and  others 
which  may  be  interested.  The  clinic  is  open  to  inter- 
ested physicians  who  would  like  to  attend  and  discuss 
some  of  the  problems  seen.  We  now  have  a relatively 
complete  list  of  physicians  throughout  the  State  who 
are  involved  in  team  sports  in  the  schools.  There  is  a 
lot  of  interest  in  this  group  in  developing  some  type 
of  improved  communication  with  each  other  and  with 
others  interested  in  the  field.  Some  of  the  physicians 
feel  the  need  to  develop  a better  base  of  understand- 
ing in  sports  medicine,  so  that  they  can  work  better 
with  coaches,  players,  and  trainers.  The  Committee 
recommended  to  the  Board  of  Trustees  of  the  State 
Medical  Society  that  an  effort  be  made  to  bring  to- 
gether those  interested  in  sports  medicine  in  the  State 
in  order  to  bring  better  professional  expertise  to  this 
area  of  school  health.  Both  the  University  of  Dela- 
ware and  the  Alfred  I.  Institute  are  resource  areas 
for  this  problem.  Some  of  the  suggestions  made  were 
that  possibly  a page  in  the  Delaware  Medical  Journal 
each  month  on  sports  medicine,  either  in  terms  of 
topic  or  in  terms  of  answers  to  questions  that  might 
be  asked,  might  be  desirable — something  that  could 
possibly  be  sponsored  by  the  Alfred  I.  Institute;  that 
we  try  to  get  together  with  the  physicians  interested 
in  this  field,  possibly  at  the  State  Medical  Society 


meeting  this  fall,  to  which  those  interested  could  be 
invited,  possibly  a meeting  at  which  there  would  be 
a discussion  of  several  problems  of  interest  to  those  in 
sports  medicine.  It  was  suggested  that  this  field  is 
a broad  enough  field  with  enough  interest  from 
enough  different  specialties  and  from  those  who,  if 
they  are  not  directly  involved,  might  have  children  or 
grandchildren  or  relatives  involved,  that  it  might  ac- 
tually be  a good  topic  for  a future  State  Meeting.  The 
hope  is  that  Dr.  Cucuzzella  and  the  Board  can  be  per- 
suaded to  take  a leadership  role  in  trying  to  pull  to- 
gether those  interested  in  this  area  as  a project  of  the 
State  Medical  Society.  Bringing  in  an  outside  speaker, 
such  as  Dr.  Gabe  Mirkin  of  WCAU  fame,  is  one  pos- 
sibility, or  Dr.  Allen  Ryan  from  Sports  Medicine. 

The  latest  opinion  as  of  July  from  the  Attorney 
General  on  the  status  of  the  chiropractors  is  that  the 
State  law  does  not  allow  them  to  provide  physical 
education  excuses  or  examinations.  It  is  obvious  that 
the  chiropractors  are  not  interpreting  this  in  quite  the 
same  way,  and  they  assume  this  may  be  a problem 
for  litigation.  It  was  suggested  that  we  should  pos- 
sibly, in  part,  not  only  use  this  approach  but  also 
follow  the  lead  of  the  Editor  of  the  New  England 
Journal,  who  challenged  the  chiropractors  to  docu- 
ment their  evidence  in  the  same  way  that  we  ask  for 
such  documentation.  For  example,  we  do  have  rea- 
sonably good  documentation  that  a nurse  assessment 
is  often  an  adequate  one  for  certain  problems. 

The  junk  food  problem  has  not  been  resolved.  There 
was  a recommendation  made  by  the  State  School 
Health  Advisory  Committee  to  the  State  Board  of 
Education  that  a policy  be  adopted,  but  it  has  been 
tabled  because  Federal  guidelines  were  in  process  and 
should  be  reviewed  first.  The  School  Health  Com- 
mittee feels  that,  if  nothing  is  done  by  June,  further 
efforts  should  be  made  to  adopt  the  guidelines,  as  out- 
lined, but  it  was  also  suggested  that  great  efforts  be 
made  to  improve  the  student’s  ability  to  respond  to 
this  from  an  educational  point  of  view,  so  that  the 
students  would  learn  to  make  a choice  of  foods  rather 
than  just  make  this  a matter  of  regulation.  (See  ac- 
companying proposed  regulations.) 

Dr.  Frelick  has  had  a long  discussion  with  Dr.  Kirk, 
in  which  the  administrative  deficiencies  of  the  New 
Castle  County  School  District  health  program  and 
its  lack  of  leadership  not  only  in  the  area  of  health 
services  but  also  particularly  in  the  area  of  health 
education  were  emphasized  and  administrative  meth- 
ods to  try  to  improve  this  were  discussed.  It  is  hoped 
that  some  progress  will  be  made  so  that  it  will  be 
easier  for  the  Health  Advisory  Council  to  the  District 
to  help  set  some  overall  policy  for  the  entire  District 
and  not  independent  policies  for  each  attendance  area. 

It  is  hoped  that  concerns  of  the  current  Committee 
and  many  of  the  members  will  be  able  to  carry  on  to 
the  new  School  Elealth  Committee.  There  is  a con- 
cern for  the  next  year,  particularly  in  the  field  of 
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sports  medicine,  for  a unified  program  in  the  New 
Castle  County  School  District;  for  a greater  emphasis 
on  health  education  statewide,  and  particularly  in  the 
New  Castle  County  District;  for  an  effort  to  promote 
improved  nutritional  programs;  and  for  further  efforts 
to  contain  the  chiropractic  push  for  further  recogni- 
tion in  the  school  health  program. 

We  would  like  to  recommend  the  development  of 
a sports  program  with  the  aid  of  the  Alfred  I.  Insti- 
tute and  the  University  of  Delaware,  a nutritional 
program  with  University  of  Delaware  consultation, 
and  a broad-based  program,  which,  among  other 
things,  would  stimulate  the  University  of  Delaware  to 
provide  better  health  education  for  elementary  school 
teachers. 

PROPOSED 

REGULATIONS  PERTAINING  TO  THE  SALE 
OF  NON  OR  LOW  NUTRITIONAL  FOOD 
ITEMS  IN  THE  SCHOOLS 

1.  Non  or  low  nutritional  food  items  shall  not  be 
sold  in  any  part  of  the  school  or  grounds  during 
the  time  the  nonprofit  food  service  program  is 
in  operation. 

2.  The  sale  of  non  or  low  nutritional  foods  (de- 
fined as  gum,  candy,  soft  drinks  and  frozen  des- 
serts containing  less  than  50%  fruit  juice)  shall 
be  eliminated  from  the  vending  machines,  the 
school  lunchroom,  and  student  stores  until  the 
end  of  the  school  day. 

3.  Schools  are  encouraged  to  offer  a wide  variety  of 
nutritious  "snack”  items  such  as  milk,  cheese, 
fruit  juice,  yogurt,  soups,  fruit,  unsalted  nuts, 
sunflower  and  pumpkin  seeds  in  vending  ma- 
chines, school  lunchrooms,  and  school  stores. 

4.  A list  of  suggested  nutritious  food  items  will  be 
compiled  and  distributed  by  the  State  Depart- 
ment of  Public  Instruction.  The  list  will  be  up- 
dated each  school  year.  Nutritional  content  will 
be  of  prime  concern  in  the  selection  of  desirable 
products  and  should  follow  the  lists  below: 

NUTRITIOUS  FOODS 

Milk 

Cheese 

Fresh  fruits  and  vegetables 
Pure  fruit  juices 
Unsalted  nuts 

Sunflower  and  pumpkin  seeds 

Raisins 

Dried  fruits 

Yogurt  (natural  flavored  fruits  with  low-sugar 
content) 

NON  OR  LOW  NUTRITION  FOODS 
Carbonated  sodas 

Confectionaries  (chewing  gum,  candy,  and  pas- 
tries) 


Vegetables  with  artificial  preservatives 

Frozen  desserts  containing  less  than  50%  fruit 
juice 

Pre-sweetened  sugar  cereals 

Robert  W.  Frelick,  M.D. 

Chairman 

(The  report  was  filed.) 

AD  HOC  COMMITTEE  ON  THE 
ALFRED  I.  duPONT  INSTITUTE 

The  Ad  Hoc  Committee  met  with  the  Alfred  I. 
duPont  Institute  staff.  The  Institute  attempted  to 
bring  the  Delaware  medical  community  up-to-date  on 
their  program  planning  and  their  new  hospital. 

The  new  hospital  will  do  more  than  straight  ortho- 
pedics— probably  rheumatoid  arthritis,  spina  bifida, 
meningoceles,  and  medical  pediatrics.  It  was  also 
pointed  out  that  only  about  20%  of  the  cases  at  the 
Institute  come  from  Delaware. 

No  mention  has  been  made  so  far  in  regard  to  staff 
privileges. 

It  is  anticipated  that  this  meeting  will  set  the  stage 
for  meetings  on  a regular  basis. 

Anthony  L.  Cucuzzella,  M.D. 

President 

(The  report  was  filed.) 

AD  HOC  COMMITTEE  ON  NUCLEAR 
ENERGY  AND  SAFETY 

The  Ad  Hoc  Committee  on  Nuclear  Energy  and 
Safety  has  been  collecting  information,  background 
material,  scientific  reports,  and  material  published  in 
the  lay  and  scientific  press,  and  special  recommenda- 
tions will  be  made  to  the  Board  of  Trustees  with  re- 
gard to  the  safety  factors  involved  in  nuclear  energy 
as  they  may  impact  in  the  future  on  the  health  of  the 
residents  of  the  State  of  Delaware. 

Leslie  W.  Whitney,  M.D. 

Chairman 

(The  report  was  filed.) 

AD  HOC  COMMITTEE  ON  PRISON 
HEALTH  CARE 

An  Ad  Hoc  Committee  on  Prison  Health  Care  was 
formed  in  the  fall  of  1978  in  order  to  determine  if 
the  framework  for  health  care  met  current  medical 
standards.  The  American  Medical  Association  Stand- 
ards for  the  Accreditation  of  Medical  Care  and  Health 
Services  in  Jails,  published  in  1978,  was  used  as  a 
guideline.  The  Committee  consisted  of  Dr.  Charles 
L.  Reese,  III,  Dr.  Alexander  L.  Czebotari,  Dr.  Wil- 
liam Kraut,  Dr.  John  J.  Lazzeri,  Dr.  Charles  L.  Minor, 
Dr.  Richard  H.  Morgan,  Dr.  David  E.  Saunders,  and 
Dr.  Norman  Taub. 
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The  Committee  visited  the  Delaware  Correctional 
Center  at  Smyrna  in  October,  with  a review  of  the 
record  system,  pharmacy,  and  infirmary  being  carried 
out.  In  January,  Dr.  Lazzeri  visited  Kent  Correc- 
tional Institution,  and  Dr.  Taub  inspected  the  Sussex 
Correctional  Institution.  Full  reports  of  the  visits 
are  on  file  at  the  Medical  Society,  but  in  general, 
health  care  was  felt  to  meet  AMA  standards. 

Charles  L.  Reese,  III,  M.D. 

Chairman 

(The  report  was  filed.) 

NOMINATING  COMMITTEE 


A meeting  of  the  Nominating  Committee  was  held 
at  the  Delaware  Academy  of  Medicine  on  September 
18,  1979  to  consider  positions  to  be  filled  for  the  year 
November  1979  through  November  1980. 

The  following  nominations  were  made: 

Vice-President — 'Charles  M.  Smith,  M.D. 

Secretary — Joseph  F.  Kestner,  Jr.,  M.D. 

Treasurer — -Peter  R.  Coggins,  M.D. 

Representative  to  the  Delaware 

Academy  of  Medicine — Joseph  W.  Abbiss,  M.D. 

FOR  STANDING  COMMITTEES 

Budget  Committee 

Olin  S.  Allen,  II,  M.D. 

Richard  T.  D’Alonzo,  M.D. 

Thomas  E.  Dyer,  M.D. 

Christos  S.  Papastavros,  M.D. 

Bylaws  Committee 

Daniel  A.  Alvarez,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Jason  L.  Campbell,  M.D. 

John  J.  Egan,  M.D. 

C.  E.  Graybeal,  M.D. 

Christos  S.  Papastavros,  M.D. 

Dene  T.  Walters,  M.D. 


Medical  Economics  Committee 

Olin  S.  Allen,  II,  M.D. 

Robert  T.  Beattie,  M.D. 

Joseph  A.  Elliott,  M.D. 

H.  Wendell  Gray,  Jr.,  M.D. 
Garth  A.  Koniver,  M.D. 

George  Lerman,  M.D. 

Robert  L.  Meckelnburg,  M.D. 
Gary  M.  Owens,  M.D. 

Bhaskar  S.  Palekar,  M.D. 

Jae  K.  Park,  M.D. 

Robert  Scacheri,  M.D. 

Owens  S.  Weaver,  M.D. 

Medical  Review  Committee 

Joseph  M.  Barsky,  Jr.,  M.D. 
Joseph  E.  Belgrade,  M.D. 
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John  H.  Benge,  M.D. 

Jason  L.  Campbell,  M.D. 

I.  Favel  Chavin,  M.D. 

Anthony  L.  Cucuzzella,  M.D. 

Thomas  E.  Dyer,  M.D. 

John  J.  Egan,  M.D. 

Palmarin  C.  Francisco,  M.D. 

Robert  W.  Frelick,  M.D. 

C.  E.  Graybeal,  M.D. 

0.  Keith  Hamilton,  M.D. 

Calvin  B.  Hearne,  M.D. 

T.  Noble  Jarrell,  III,  M.D. 

Jeffry  I.  Komins,  M.D. 

Peter  J.  Mette.  M.D. 

Mustafa  Oz,  M.D. 

Christos  S.  Papastavros,  M.D. 

Anis  Saliba,  M.D. 

Thomas  C.  Scott,  D.O. 

John  C.  Sewell,  M.D. 

Charles  M.  Smith,  M.D. 

Joel  R.  Temple,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Leslie  W.  Whitney,  M.D. 

Medical  Services  Insurance  Committee 

Joseph  M.  Barsky,  Jr.,  M.D. 

Joseph  E.  Belgrade,  M.D. 

John  H.  Benge,  M.D. 

Jason  L.  Campbell,  M.D. 

1.  Favel  Chavin,  M.D. 

Anthony  L.  Cucuzzella,  M.D. 

Thomas  E.  Dyer,  M.D. 

John  J.  Egan,  M.D. 

Palmarin  C.  Francisco,  M.D. 

Robert  W.  Frelick,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  Keith  Hamilton,  M.D. 

Calvin  B.  Hearne,  M.D. 

T.  Noble  Jarrell,  III,  M.D. 

Jeffry  I.  Komins,  M.D. 

Peter  J.  Mette,  M.D. 

Mustafa  Oz,  M.D. 

Christos  S.  Papastavros,  M.D. 

Anis  Saliba,  M.D. 

Thomas  C.  Scott,  D.O. 

John  C.  Sewell,  M.D. 

Charles  M.  Smith,  M.D. 

Joel  R.  Temple,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Leslie  W.  Whitney,  M.D. 

Program  Committee 

Lanny  Edelsohn,  M.D. 

John  M.  Levinson,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

Roger  B.  Rodrigue,  M.D. 

Eleonora  F.  Schneider,  M.D. 

Charles  M.  Smith,  M.D. 
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Public  and  Professional  Education  Committee 

Charles  Allen,  M.D. 

Daniel  A.  Alvarez,  M.D. 

William  H.  Duncan,  M.D. 

Karim  Eid,  M.D. 

Jack  Gelb,  M.D. 

Carl  I.  Glassman,  M.D. 

O.  Keith  Hamilton,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

E.  Wayne  Martz,  M.D. 

Jose  C.  Pamintuan,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

Stephen  R.  Permut,  M.D. 

James  F.  Reamer,  M.D. 

Roger  B.  Rodrigue,  M.D. 

Shivdev  Singh,  M.D. 

J.  Jordan  Storlazzi,  M.D. 

Jane  C.  Straughn,  M.D. 

Dene  T.  Walters,  M.D. 

John  S.  Wills,  M.D. 

Public  Laws  Committee 

Robert  Abel,  Jr.,  M.D. 

Charles  Allen,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

V.  Terrell  Davis,  M.D. 

Edward  S.  Dennis,  M.D. 

Christopher  R.  Donoho,  Sr.,  M.D. 

William  H.  Duncan,  M.D. 

Edward  F.  Gliwa,  M.D. 

Ali  Z.  Hameli,  M.D. 

Stephen  M.  Hanson,  M.D. 

Calvin  B.  Hearne,  M.D. 

John  E.  Hocutt,  Jr.,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Jeffry  I.  Komins,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 

Howard  Lovett,  M.D. 

James  R.  McNinch,  M.D. 

Allston  J.  Morris,  M.D. 

Jose  Pamintuan,  M.D. 

Edward  F.  Quinn,  III,  M.D. 

Emanuel  M.  Renzi,  M.D. 

Barbara  B.  Rose,  M.D. 

Roger  B.  Thomas,  Jr.,  M.D. 

Herman  Wing,  M.D. 

Arthur  Zimmerman,  M.D. 

Publication  Committee 

Robert  B.  Flinn,  M.D. 

William  J.  Holloway,  M.D. 

Robert  C.  Knowles,  M.D. 

E.  Wayne  Martz,  M.D. 

Richard  H.  Morgan,  M.D. 

Francis  P.  Parker,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

P.  John  Pegg,  M.D. 

William  A.  Taylor,  M.D. 


Delegate — American  Medical  Association 

(term  expires  12-31-81  ) 

Roger  B.  Thomas,  Jr.,  M.D. 

Alternate  Delegate — American  Medical  Association 
(term  expires  12-31-81  ) 

Rhoslyn  J.  Bishoff,  M.D. 

Board  of  Medical  Practice 

Kent  County 

O.  Keith  Hamilton,  M.D. 

Norman  P.  Jones,  M.D. 

Robert  J.  Scacheri,  M.D. 

Rafael  A.  Zaragoza,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

New  Castle  County 

Jack  Gelb,  M.D. 

John  J.  Egan,  M.D. 

Joseph  E.  Belgrade,  M.D. 

Calvin  B.  Hearne,  M.D. 

William  H.  Duncan,  M.D. 

George  L.  Henderson,  M.D. 

Jason  L.  Campbell,  M.D. 

Emanuel  M.  Renzi,  M.D. 

Gerhard  E.  Hartenauer,  M.D. 

Leslie  W.  Whitney,  M.D. 

Judicial  Council 

Anthony  L.  Cucuzzella,  M.D. — one-year-term 
Marvin  Dorph,  M.D. — two-year-term 
John  J.  Egan,  M.D. — three-year-term 
C.  E.  Graybeal,  M.D. — three-year-term 
O.  Keith  Hamilton,  M.D. — two-year-term 

Robert  B.  Flinn,  M.D. 

Chairman 

John  H.  Benge,  M.D. 
I.  Favel  Chavin,  M.D. 
Palmarin  C.  Francisco,  M.D. 
Joel  A.  Temple,  M.D. 

REPORTS  OF  LIAISONS  AND 
REPRESENTATIVES 

AMERICAN  CANCER  SOCIETY 
DELAWARE  DIVISION,  INC. 

Research 

The  University  of  Delaware  has  received  two  ACS 
grants  totaling  $107,410:  a grant  of  $67,410  sup- 
ports research  by  Dr.  Roberta  F.  Colman,  Professor  of 
Chemistry  at  the  University,  and  an  institutional 
research  grant  of  $40,000  will  be  used  to  initiate  and 
extend  basic  research  into  cancer-related  problems. 
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Professional  Education  Committee 

The  primary  aim  of  the  professional  education  pro- 
gram of  the  American  Cancer  Society  in  Delaware  is 
to  inform  professionals  about  the  best  possible  cancer 
detection  and  management  techniques  and  to  encour- 
age the  use  thereof. 

During  the  1978-79  fiscal  year,  cancer  education 
programs  were  provided  to  more  than  2,500  profes- 
sionals in  Delaware. 

The  ACS  has  continued  to  provide  current  cancer 
information  to  professionals  through  complimentary 
mailing  of  Ca — A Cancer  Journal  for  Clinicians  and 
through  subsidization  of  the  cost  of  cancer-related 
periodicals  in  state  medical  libraries. 

In  support  of  the  Continuing  Medical  Education 
Seminars,  $1,200  was  provided  by  ACS  to  underwrite 
the  cost  of  eight  cancer-related  lectures. 

Work/study  programs  were  sponsored  by  the  ACS 
in  Delaware  in  an  effort  to  foster,  among  young  pro- 
fessionals, an  interest  in  cancer  care. 

The  aim  of  the  professional  education  program  can 
only  be  realized  with  the  support  and  assistance  of 
professional  volunteers.  Appreciation  is  extended  to 
the  many  volunteers  who  made  this  year’s  program 
possible. 


Service  and  Rehabilitation  Committee 

Although  the  Society’s  resources  do  not  permit  the 
payment  of  hospitalization,  doctor  bills,  and  radiation 
therapy,  the  American  Cancer  Society  is  able  to  offer 
some  type  of  assistance  to  almost  every  cancer  patient 
who  contacts  the  ACS  offices  in  Georgetown,  Dover, 
Newark,  and  Wilmington.  This  year,  the  total  num- 
ber of  patients  served  was  747. 

Services  offered  by  the  ACS  include  information 
and  guidance  rehabilitation,  and  sponsorship  of  self- 
help  groups.  Loan  closet  items  such  as  beds,  crutches, 
walkers,  wheelchairs,  bedpans,  etc.  are  available  from 
the  ACS  at  no  cost.  A locally  produced  brochure, 
"Please  Call  Us,”  outlines  the  services  provided  by 
the  ACS  in  Delaware  and  is  available  upon  request. 
Such  information  can  be  placed  in  physicians’  offices 
and  may  be  ordered  in  large  numbers,  free  of  charge. 

Public  Education  Committee 

This  year,  the  Public  Education  Committee  reached 
over  57,000  youth  and  28,000  adults  with  programs 
on  a variety  of  aspects  of  cancer.  The  primary  em- 
phasis was  on  lung,  breast,  uterine,  and  colorectal 
cancer. 

Many  new  films  were  purchased  for  the  ACS  film 
library.  An  excellent  movie  on  endometrial  cancer, 
aimed  at  the  menopausal  and  post-menopausal  woman, 


THE  THIRD  ANNUAL 

EDWARD  G.  WATERS  GYNECOLOGIC  CONFERENCE 

Presented  by  the 

DEPARTMENT  OF  OBSTETRICS  AND  GYNECOLOGY  OF  THE  NEW  JERSEY 
MEDICAL  SCHOOL— CMDNJ  AT  RESORTS  INTERNATIONAL  HOTEL,  ATLANTIC 

CITY,  NEW  JERSEY. 

WORKSHOPS  ON  APRIL  10,  1980 
GYNECOLOGY  CONFERENCE  ON  APRIL  11-13,  1980 

For  further  information,  please  contact  HERIK  CATERINI,  M.D.,  Department  of  Ob- 
stetrics and  Gynecology,  New  Jersey  Medical  School,  100  Bergen  Street,  Newark, 
New  Jersey  07103.  (201  ) 456-6480. 


CONTINUING  EDUCATION  CREDITS: 
AMA  Credits  Category  I: 
ACOG  Cognates: 

AAFP  Prescribed  Credits: 
AOA  Credits  Category  2-D: 
NJSNA  Credit  Hours 


Workshops  Conference 


April  11-13 
20 
17 
17 
16 

20  ( pending ) 
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was  introduced  to  Delaware  viewers.  Included  in 
the  new  list  this  year  are  films  on  the  hazards  of  smok- 
ing and  the  benefits  of  quitting. 

There  is  a noticeable  increase  in  the  number  of  in- 
dustries that  are  calling  the  ACS  back  each  year  to 
present  educational  programs  to  their  employees,  many 
times  with  the  assistance  of  professional  volunteers. 
The  percentage  of  schools  using  ACS  films  and  ma- 
terials rises  each  year. 

Stop  Smoking  Clinics  are  being  run  each  month 
throughout  New  Castle  County,  and  the  interest  in 
quitting  the  use  of  cigarettes  continues. 

Public  Information  Committee 

The  Public  Information  Committee  is  charged 
with  reporting  ACS  information  to  local  newspapers, 
magazines,  radio  stations,  and  television.  It  is  also 
responsible  for  publishing  an  annual  report  and  three 
newsletters. 

Last  year  this  committee  submitted  a locally-pro- 
duced film,  "When  the  Blues  Are  Running,”  to  the 
National  ACS  Board  of  Directors  for  consideration 
of  a National  Honors  Citation;  it  was  awarded  to  the 
ACS,  Delaware  Division,  Inc.,  in  November,  1978. 
The  film  story  follows  a cancer  patient  and  his  family 
and  focuses  on  the  value  of  the  interdisciplinary  team 
approach  in  the  care  of  the  cancer  patient.  We  are 
grateful  to  the  many  professionals  who  helped  make 
the  film  such  a success. 

A New  Program — Grassroots  Productions 

The  first  step  in  dealing  effectively  with  cancer  and 
in  reducing  the  mortality  in  the  Black  and  Spanish- 
speaking populations  is  through  prevention  and  early 
detection.  These  populations  must  be  saturated  with 
information  and  education,  and  there  must  be  physical 
access  created,  so  that  it  is  easier  for  the  ACS  to  be 
identified  as  a service  organization  to  all  cancer  and 
potential  cancer  victims. 

Volunteers  from  these  population  groups  proposed 
to  the  ACS  Board  of  Directors  that  an  innovative 
program  approach  be  made  through  the  formation  of 
Grassroots  Productions.  The  Board  agreed  with  the 
proposal,  and  now  a new  office  of  the  ACS,  Grassroots 
Productions,  is  open  at  211  West  4th  Street,  Wil- 
mington. Visitors  and  referrals  are  welcome.  Mrs. 
Brenda  Phillips  is  Director  of  Special  Projects. 

Robert  L.  Meckelnburg,  M.D. 

Liaison 

(The  report  was  filed.) 

AMERICAN  DIABETES  ASSOCIATION 
DELAWARE  AFFILIATE,  INC. 

This  past  year  has  seen  the  Delaware  Affiliate  of 
the  American  Diabetes  Association  take  a more  active 
and  visible  role  in  bringing  knowledge  of  diabetes  to 


the  general  public.  Representatives  have  addressed 
the  elderly  at  senior  centers  and  housing  complexes 
where  they  have  been  enthusiastically  received.  De- 
tection programs  at  shopping  centers  and  through  a 
number  of  laboratories  throughout  the  State  continue 
to  be  well  attended.  A youth  program  which  includes 
camperships  is  also  underway. 

A dinner  was  held  in  November  to  honor  Dr.  Lewis 
Flinn  for  his  long  devotion  to  the  care  of  those  with 
diabetes.  Dr.  Flinn  is  a founder  of  our  affiliate  and 
an  early  organizer  of  the  national  organization.  He 
has,  of  course,  participated  in  the  education  of  many 
physicians  in  Delaware.  Dr.  G.  Donald  Wheedon  of 
NIH,  the  featured  speaker,  discussed  the  role  of  gov- 
ernment in  diabetes  research.  Representatives  of 
WCAU-TV  in  Philadelphia  were  also  given  certifi- 
cates for  their  presentation  of  public  service  messages 
concerning  diabetes. 

Current  membership  includes  110  professional  and 
3 5 5 lay  members.  Both  of  these  figures  are  disap- 
pointingly low.  Physicians  and  their  patients  alike 
may  benefit  from  the  services  available  through  the 
Delaware  Affiliate  and  are  urged  to  contact  the  or- 
ganization for  membership  information. 

Thomas  F.  Celello,  M.D. 

Vice-President 
American  Diabetes  Association 
Delaware  Affiliate,  Inc. 

(The  report  was  filed.) 

AMERICAN  HEART  ASSOCIATION 
OF  DELAWARE 

The  American  Heart  Association  of  Delaware  has 
continued  its  programs  through  the  past  year  as  fol- 
lows: 

Cardiopulmonary  resuscitation  courses  are  now 
available  on  a more  frequent  basis.  The  Joint  Com- 
mission on  Accreditation  of  Hospitals  now  requires 
that  the  medical-dental  staff  of  each  hospital  show 
evidence  that  all  of  its  members  have  received  CPR 
training.  The  Heart  Association  is  in  a position  to 
help  in  implementing  this  on  request  of  hospital 
medical  staffs. 

The  Emergency  Ambulance  Evacuation  System, 
previously  available  only  in  the  city  of  Wilmington, 
has  not  been  able  to  expand  to  other  areas  of  New 
Castle  County.  However,  an  Ambulance  Advisory 
Board  has  been  formed  to  find  ways  to  facilitate  such 
an  expansion  countywide. 

Programs  to  detect  hypertension  and  to  assure  that 
cases  detected  are  referred  to  appropriate  medical  at- 
tention have  continued  although  on  a smaller  scale. 
The  emphasis  of  this  effort  has  changed  to  one  of 
professional  education. 

The  fundraising  drive  of  the  Heart  Association 
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fell  short  of  its  goal,  and  therefore  the  Association  is 
somewhat  limited  in  what  it  can  offer  as  program 
help  during  the  current  year,  and  research  support 
has  been  minimal.  However,  every  effort  is  being 
made  to  improve  fundraising  for  1979-80.  The  David 
Flett  DuPont  lectures  will  continue  as  previously. 

In  September,  1979  the  American  Heart  Associa- 
tion of  Delaware  moved  its  offices  from  Independence 
Mall  on  Concord  Pike  down  to  Trolley  Square  on 
Delaware  Avenue  in  Wilmington  to  obtain  better  fa- 
cilities and  improved  location  at  a very  slight  increase 
in  expense.  This  is  now  within  walking  distance  of 
the  Delaware  Academy  of  Medicine,  and  it  is  hoped 
that  many  physicians  will  stop  to  see  the  new  offices. 
Membership  in  the  Heart  Association  is  not  limited 
to  cardiologists.  All  physicians  interested  in  reducing 
morbidity  and  premature  mortality  from  heart  dis- 
ease are  cordially  invited  to  membership. 

E.  Wayne  Martz,  M.D. 

Liaison 

(The  report  was  filed.) 

AUTOMOTIVE  SAFETY 

The  Automotive  Safety  Committee  of  the  Medical 
Society  of  Delaware  was  very  inactive  as  it  has  been 
in  prior  years.  Automotive  safety  in  Delaware  has 
been  progressing  primarily  because  of  efforts  of  the 
Delaware  State  Police  in  enforcing  the  5 5 mph  speed 
limit,  increasing  their  surveillance  and  staff  and  equip- 
ment. These  activities  have  considerably  slowed  the 
speed  throughout  the  State  of  Delaware. 

One  of  the  legislative  bills  that  passed  made  the 
wearing  of  motorcycle  helmets  optional  in  the  State 
of  Delaware  as  it  is  in  adjoining  states. 

The  Medical  Society’s  role  in  actively  pursuing  new 
legislation  in  reference  to  safety  is  a difficult  issue  for 
the  Medical  Society  just  as  it  is  with  the  State  Police 
and  the  legislators  in  that  safety  and  common  sense 
are  very  difficult  to  legislate. 

I don’t  have  anything  to  offer  in  terms  of  legislative 
proposals  that  the  Medical  Society  could  actively  sup- 
port. 

David  L.  Schafer,  M.D. 

Representative 

(The  report  was  filed.) 

CONTROLLED  SUBSTANCES  ACT 
ADVISORY  COMMITTEE 

Two  meetings  of  the  Controlled  Substances  Act 
Advisory  Committee  have  been  held:  on  March  28 
and  October  17. 

The  Advisory  Committee  reviewed  the  list  of  drugs 
added  to  the  Delaware  Controlled  Substances  Act  ef- 
fective March  1,  1979,  bringing  Delaware  into  con- 


formity with  the  Register  of  Federal  Controlled  Sub- 
stances. 

The  Medical  Society  asked  that  future  schedule 
changes  in  our  State  await  Federal  action.  This  was 
thought  to  hamper  both  state  and  Federal  action  and 
was  not  accepted  or  rejected  as  policy  for  the  future. 

It  was  pointed  out  that  the  Delaware  Controlled 
Substances  Act  has  a mechanism  that  allows  a practi- 
tioner in  Delaware  to  register  marijuana  and/or  other 
drugs  for  research  purposes. 

Mr.  Martin  Golden,  the  Narcotics  Control  Officer, 
reported  that  there  may  be  no  need  for  the  passage 
of  legislation  presently  in  the  General  Assembly  which 
deals  with  the  use  of  inhalants,  such  as  isobutyl 
nitrite,  an  over-the-counter  medication.  Mr.  Golden 
has  requested  an  opinion  from  the  Attorney  General 
on  the  necessity  of  any  change  in  the  Code. 

There  have  been  burglaries  of  pharmacies  in  which 
only  Tussionex  and  Hycodan  have  been  stolen.  Ad- 
ditional problems  with  illicit  drugs  involve  diversion 
of  drugs  by  employees  in  nursing  homes,  hospitals, 
and  doctors’  offices.  Mr.  Golden  requested  that  his 
office  be  notified  of  the  discovery  of  such  situations 
so  that  the  employees  will  not  go  on  to  other  places 
of  employment  where  they  will  perpetrate  the  same 
diversion.  He  would  like  to  set  up  a warning  sys- 
tem for  such  employees  as  well  as  for  addicts. 

It  was  announced  that  the  FDA  has  released  pro- 
posed regulations  for  Schedule  II  amphetamines  which 
would  remove  weight  control  as  an  approved  use  for 
amphetamines.  If  the  regulations  are  adopted  as  writ- 
ten, the  DEA  will  reduce  the  quota  of  amphetamines 
being  manufactured.  It  is  anticipated  that  there  will 
then  be  a reduction  in  the  prescribing  of  ampheta- 
mines. 

Physicians  who  are  having  any  difficulty  with  their 
federal  controlled  substances  registration,  such  as  a 
delay  in  reregistration,  can  get  help  by  calling  (202) 
724-1013.  Others  also  may  check  the  validity  of  a 
physician’s  registration  there. 

The  Division  of  Narcotics  and  Dangerous  Drugs 
in  Dover  (phone  678-4798)  can  help  with  the  identi- 
fication of  drugs  which  are  difficult  to  identify. 

It  was  announced  that  some  counterfeit  Quaalude 
pills  have  been  appearing  on  the  street.  Some  have 
been  found  to  contain  Valium,  for  example,  and  are 
lighter  in  color  than  normal  Quaalude. 

A physicians’  committee  at  the  national  level  has 
been  developing  guidelines  for  prescribing  controlled 
substances.  The  guidelines  will  be  considered  at  the 
December  AMA  Interim  Meeting. 

The  Delaware  Controlled  Substances  Act  Advisory 
Committee  recommended  that  dentist,  pharmacist, 
and  physician  groups  adopt  resolutions  in  the  hope 
of  getting  better  control  of  drugs  and  alcohol  by 
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means  of  education.  A resolution  to  this  effect  is 
presented  for  consideration  by  the  Medical  Society  of 
Delaware  House  of  Delegates. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  filed.) 

COORDINATING  COUNCIL  FOR  THE 
HANDICAPPED  CHILD,  INC. 

The  Coordinating  Council  for  the  Handicapped 
Child  of  Delaware,  Inc.,  tries  to  identify  needs  of 
the  handicapped  and  to  encourage  through  its  Execu- 
tive Committee  action  the  fulfilling  of  these  needs. 
Open  meetings  on  subjects  relating  to  the  needs  of  the 
handicapped  are  held  annually,  usually  in  the  spring, 
but  during  this  past  year,  there  were  two  meetings — 
one  in  September,  1978  and  one  in  June,  1979. 

The  meeting  held  September  16,  1978,  was  on 
"Alternative  Living  Arrangement  Services  for  the 
Handicapped  Child  and  Adult.”  The  meeting  was 
attended  by  over  one  hundred  individuals  to  con- 
sider the  needs  and  the  ways  in  which  these  may  be 
met.  It  was  felt  the  subject  was  well  covered,  and 
there  were  many  alternative  solutions  discussed. 

The  second  open  meeting  was  held  June  2,  1979, 
and  the  subject  was  "School  Consolidation  in  New 
Castle  County  and  Special  Education — Is  It  Work- 
ing?”. The  audience  was  smaller  than  hoped  for, 
amounting  to  slightly  under  a hundred  persons.  It 
was  felt  to  be  a very  stimulating  meeting,  and  we 
feel  those  who  attended  learned  much  about  the  prob- 
lems of  the  last  year  and  plans  for  the  coming  year 
for  the  New  Castle  County  School  District. 

I have  attended  all  the  Executive  Committee  meet- 
ings during  the  year  and  have  participated  as  Vice- 
Chairman. 

At  the  present  time  the  Coordinating  Council  for 
the  Handicapped  Child,  Inc.,  is  considering  its  course 
for  the  future  and  plans  a full  meeting  of  the  Council 
on  November  6,  1979  at  the  Alfred  I.  DuPont  Insti- 
tute for  discussion  with  all  member  agencies. 

Henry  H.  Stroud,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  CANCER  NETWORK 

The  Delaware  Cancer  Network  continues  to  oper- 
ate as  an  integral  part  of  the  Wilmington  Medical 
Center,  under  the  guidance  of  an  Advisory  Board  and 
Executive  Committee  and  three  stated  Standing  Com- 
mittees. The  Research  Committee  is  chaired  by 
Arnold  L.  Lippert,  Ph.D.,  the  Evaluation  Committee 
by  Allston  J.  Morris,  M.D.,  and  the  Cancer  Control 
Committee  by  Alwilda  Scholler,  R.N.,  of  the  Beebe 
Hospital. 


Formal  affiliations  now  exist  with  the  American 
Cancer  Society,  seven  non-government  hospitals,  the 
State  of  Delaware’s  Department  of  Health  and  Social 
Services,  the  University  of  Delaware,  and  the  Visiting 
Nurse  Association  of  Wilmington. 

Operating  on  monies  from  Federal  grants,  con- 
tracts, and  sub-contracts  as  well  as  non-Federal  funds 
from  drug  companies,  foundations,  and  individuals, 
an  organized  program  in  cancer  control,  basic  and 
applied  cancer  research,  and  professional  and  lay  edu- 
cation has  been  coupled  with  a well-planned  evalua- 
tion effort. 

This  year  marks  the  completion  of  the  Breast 
Screening  Project  at  the  Wilmington  General  Divi- 
sion, a study  of  10,000  asymptomatic  women  for 
early  breast  cancer.  This  activity  will  be  discontinued 
February  29,  1980  with  three  months  thereafter 
being  devoted  to  statistical  analysis  and  reporting. 

This  year  also  marks  the  completion  of  the  Breast 
Cancer  Management  Program  funded  by  the  National 
Cancer  Institute,  a five-year  study  of  detection,  diag- 
nosis, treatment,  rehabilitation,  and  follow-up  on 
some  1,000  women  with  primary  breast  cancer. 

Other  highlights  of  the  year  included  the  develop- 
ment of  the  Delaware  Cancer  Reporting  Service,  and 
the  upgrading  of  the  Delaware  State  Tumor  Registry 
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under  a grant-in-aid  from  the  State  of  Delaware,  the 
completion  of  a needs  assessment  of  patients  with 
malignant  disease,  and  a five-year  report  on  "Inci- 
dence and  Survival  Rates  of  the  Ten  Most  Common 
Cancers  in  Delaware,”  covering  a period  from  1972 
to  1976. 

In  cooperation  with  other  agencies  numerous  edu- 
cational programs  have  been  conducted  for  all  health 
care  professionals.  The  Delaware  Cancer  Network 
looks  forward  to  a continued  program  of  cancer  edu- 
cation, basic  and  applied  research,  activities  in  health 
planning  and  daily  retrieval,  and  analysis  of  cancer- 
related  data  in  an  attempt  to  meet  the  aim  of  the  or- 
ganization, which  is  to  bring  the  best  possible  care  to 
cancer  patients  in  Delaware,  as  close  to  their  home 
as  possible. 

Leslie  W.  Whitney,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  INSTITUTE  OF  MEDICAL 
EDUCATION  AND  RESEARCH 
(DIMER) 

The  Board  of  Trustees  of  DIMER  representing  the 
Wilmington  Medical  Center,  the  University  of  Dela- 
ware, and  the  State  of  Delaware,  a nine-member 
Board  with  three  members  appointed  by  the  Wilming- 
ton Medical  Center,  three  by  the  University  of  Del- 
aware, and  three  by  the  Governor,  have  continued  to 
meet  at  regular  intervals,  and  minutes  of  these  meet- 
ings have  been  sent  to  the  Medical  Society  of  Dela- 
ware where  they  are  available  for  inspection  by  any 
interested  persons. 

A full  class  of  20  Delaware  applicants  was  admit- 
ted to  Jefferson  Medical  College  in  September  1978, 
and  a full  class  of  20  has  been  selected  for  admission 
in  September  of  1979.  Twenty  Delawareans  com- 
pleted their  studies  at  Jefferson  and  were  graduated 
in  June,  1978. 

The  financial  status  of  the  organization,  reflected 
in  funds  allocated  by  the  State,  is  considerably  better 
this  year  than  last  year.  In  July  of  1977  the  State 
of  Delaware  had  discontinued  all  support  of  the  Medi- 
cal Educational  Program  at  the  Wilmington  Medical 
Center  and  the  Health  Services  Program  at  the  Uni- 
versity of  Delaware  while  providing  funds  to  pay 
the  Jefferson  subvention  of  $85  0,000  and  provide 
some  scholarship  funds  for  needy  students.  The  Wil- 
mington Medical  Center  responded  by  passing  the  cost 
on  to  paying  patients  and  third-party  carriers,  and 
the  University  of  Delaware  responded  by  a sharp  re- 
duction in  departmental  funds  and  loss  of  personnel. 
For  the  current  fiscal  year,  the  State  has  appropriated 
$8  5 6,000  for  the  Jefferson  subvention,  and  a total  of 
$242,000  has  been  distributed  as  follows:  $39,420  to 
the  University  of  Delaware  Health  Science  Programs, 
$140,5  80  to  the  Wilmington  Medical  Center,  and 
$62,000  for  scholarships.  A full  budget  will  be  re- 


quested in  October  1979  for  continuation  of  this 
worthwhile  educational  program. 

Leslie  W.  Whitney,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  LUNG  ASSOCIATION 

The  past  year  has  continued  to  be  an  active  one  for 
the  Delaware  Lung  Association  in  its  programming 
endeavors.  The  Lung  Association  became  involved 
in  some  new  programming  areas  on  an  on-going  basis 
and  also  continued  others  which  have  proven  worth- 
while. 

Project  A.I.R.S. — The  Air  Index  Reporting  System, 
which  provides  meaningful  air  quality  and  effects  in- 
formation for  the  citizens  of  Delaware,  celebrated  its 
third  year  in  October  1978.  The  air  quality  data 
in  Delaware  are  given  on  a daily  basis  to  radio  station 
WNRK  and  WHYY-TV. 

Energy  Activities — The  Delaware  Lung  Association 
(DLA)  participated  in  the  activities  for  Delaware’s 
Second  Annual  Energy  Day  on  December  3,  1978,  by 
assisting  with  planning  and  organization.  At  that 
time  DLA  received  an  Energy  Awareness  Award  from 
Governor  duPont  in  recognition  of  its  efforts  to  pro- 
mote energy  awareness  in  Delaware. 

Clean  Air  Week — National  Clean  Air  Week  was  ob- 
served during  the  first  week  in  May.  The  major 
emphasis  was  "Sun  Day”  on  May  3,  and  the  Delaware 
Lung  Association  participated  in  the  planning  and  ac- 
tivities for  this  event. 

Physician  Seminars — Again  this  year  the  DLA  sup- 
ported the  Medical  Society  of  Delaware’s  Continuing 
Medical  Education  Seminars  for  Physicians  by  spon- 
soring two  programs  related  to  respiratory  disease. 

Infectious  Disease  Symposium — The  DLA  continued 
to  support  this  annual  symposium  held  in  May  each 
year  in  Wilmington  for  Delaware  physicians  and 
other  interested  persons.  An  added  feature  this  year 
was  a day-long  program  devoted  to  pulmonary  dis- 
eases. 

Health  Fairs — During  the  past  year  the  Lung  Associa- 
tion was  called  on  to  participate  in  a total  of  nine 
health  fairs  throughout  the  State,  all  designed  to 
promote  personal  and  preventive  health  care.  Pul- 
monary function  screening  tests  were  offered  at  a 
number  of  these  events. 

Pulmonary  Function — The  four-year-old  pulmonary 
function  screening  program  continues  to  be  offered 
as  a community  service.  Nearly  4,5  00  persons  were 
tested  in  1978  at  the  Association’s  offices,  industrial 
sites,  schools,  and  public  locations.  The  results  of 
these  tests  will  be  used  to  compile  a survey. 

Skin  Testing — TB  skin  testing  is  available  to  the  pub- 
lic at  the  Delaware  Lung  Association  offices. 
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Publications — The  Lung  Association  continued  to 
provide  subscriptions  of  Basics  of  R.D.  to  resident 
and  intern  physicians,  student  nurses,  and  respiratory 
therapy  students  in  Delaware.  Interested  Delaware 
physicians  also  continued  to  receive  subscriptions  to 
Clinical  Notes  on  R.D.  New  editions  of  the  book, 
Lung  Disease,  State  of  the  Art — 1976-77,  were  pre- 
sented to  St.  Francis  Hospital,  the  Wilmington  Medi- 
cal Center,  and  Academy  of  Medicine  medical  li- 
braries. One  new  slide/ tape  program  was  selected 
and  presented  to  the  College  of  Nursing,  University 
of  Delaware. 

Scholarships  and  Grants — The  DLA  continued  its 
scholarship  support  of  the  Delaware  Technical  and 
Community  College  Respiratory  Therapy  program 
by  providing  assistance  for  two  students  in  the  past 
year.  The  DLA  also  provided  a scholarship  for  one  stu- 
dent from  the  Respiratory  Therapy  Department  at  the 
Wilmington  Medical  Center  to  attend  an  Advanced 
Course  in  Respiratory  Therapy  at  the  University  of 
Chicago.  Upon  completion  of  this  intensive  course, 
a student  is  eligible  for  examination  by  the  National 
Board  for  Respiratory  Therapy.  We  also  sponsored 
attendance  of  two  respiratory  therapists  from  the 
Wilmington  Medical  Center  at  a postgraduate  course 
entitled  "Pulmonary  Medicine  1979 — A Practical  Ap- 
proach,” held  in  Philadelphia,  in  April  1979. 

Public  Health  Education  and  Community  Services — 
In  February,  the  DLA  presented  an  in-service  pro- 
gram for  the  nursing  staff  at  Tilton  Terrace  Nursing 
Home.  Ms.  Doris  Williams,  Instructor  of  Nursing 
Education  at  the  Veterans  Administration  Hospital, 
was  the  volunteer  guest  speaker.  She  spoke  on  the 
topic  of  respiratory  diseases  of  the  elderly  and  the 
chronically  ill  and  the  care  associated  with  these  ill- 
nesses. The  film,  "Emphysema,  the  Facts,”  was  pre- 
sented. 

During  the  year  the  DLA  also  presented  a film/ 
speaker  program  at  the  DeLaWarr  Senior  Center  for 
approximately  75  senior  citizens  on  respiratory  dis- 
eases which  particularly  affect  the  elderly.  Ms.  Jean 
Eubank,  a registered  nurse  at  the  New  Castle  County 
Health  Unit,  was  the  volunteer  speaker,  and  a film 
on  emphysema  was  presented. 

As  a part  of  a nationwide  campaign  to  prevent  in- 
halation of  foreign  objects  by  young  children,  the 
Lung  Association  has  supplied  posters  and  copies  of 
a new  brochure  to  pediatricians’  offices  statewide  to 
be  distributed  through  the  physicians’  waiting  rooms. 
These  brochures  have  proved  very  popular  with  par- 
ents. 

The  DLA  co-sponsored  five  stop-smoking  clinics 
in  Sussex  County  during  the  past  year.  Utilizing  the 
5 -Day  Plan,  the  DLA  supplied  films  and  materials 
and  handled  publicity  for  the  clinics.  Many  Sussex 
County  residents  completed  the  programs.  The  As- 
sociation arranged  two  safety  programs  on  smoking 
for  the  duPont  Company,  Edgemoor  Plant.  Film 


presentations  and  appropriate  handout  materials  were 
included  in  the  programs. 

In  March  the  Lung  Association  participated  in 
DISCOVERY  V,  a full-day  seminar  for  high  school 
and  college  students  to  introduce  them  to  careers  in 
health  and  human  services.  The  program  was  held 
at  the  Alfred  I.  duPont  Institute  and  attended  by 
approximately  260  students.  The  DLA  provided  an 
exhibit  and  appropriate  handout  materials  on  health 
careers.  In  April  the  Association  participated  in  the 
annual  statewide  PTA  Convention  with  an  exhibit 
and  pertinent  handout  materials  for  parents. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Liaison 

(The  report  was  filed.) 

MEDICAL  ADVISORY  COMMITTEE, 
DIVISION  OF  SOCIAL  SERVICES, 

STATE  OF  DELAWARE 

The  headline  items  of  the  four  sessions  of  the  Medi- 
cal Advisory  Committee  this  past  year  were: 

1.  Hearings  for  the  chiropractors  and  the  psycholo- 
gists, who  wished  to  be  covered  under  Medicaid,  with 
the  conclusion  being  made  that  neither  group  could 
be  placed  on  our  high  priority  list  when  they  offered 
no  services  that  aren’t  already  in  place. 

2.  Formation  of  blue  ribbon  committee  by  Secre- 
tary Schramm  to  Assess  Medicaid  Needs.  This  com- 
mittee has  met  many  times  and  is  weighing  the  op- 
tional services  in  the  Medicaid  domain.  There  has 
been  a feeling  of  audit  of  the  Division’s  management 
of  Medicaid  throughout  all  these  meetings.  At  the  time 
of  this  writing,  it  is  difficult  to  determine  whether 
any  serious  changes  will  result  from  this  committee’s 
efforts. 

3.  A list  of  all  physicians  who  have  signed  con- 
tracts with  the  Division  of  Social  Services  to  deliver 
Medicaid  Services  is  in  the  office  of  our  Executive 
Director  at  192  5 Lovering  Avenue.  All  members  of 
the  Medical  Society  who  do  not  or  cannot  give  such 
services  but  are  signed  to  such  a contract  can  be  re- 
lieved of  their  contract  by  giving  sixty  days’  notice 
to  the  Division  of  Social  Services. 

4.  Election  of  new  members  and  new  officers  to 
this  committee.  The  slate  will  be  presented  at  its 
December  meeting  set  for  the  third  Wednesday  of  the 
month. 

As  the  chairman  and  a member  of  the  Advisory 
Committee,  I have  served  my  full  term  and  should 
be  replaced  at  the  December  meeting. 

Addenda 

The  present  Medical  Advisory  Committee  member- 
ship is  as  follows: 
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MEDICAL  ADVISORY  COMMITTEE 


Name 
Jane  Abbott 
Robert  Abel,  M.D. 

Mark  Abrams 
Roger  Andersen 

Anne  Shane  Bader 
Rhoslyn  J.  Bishoff,  M.D. 

Terry  A.  Bryan,  D.D.S. 


Membership  List 

Representing 

Consumer — Sussex  County 
Medical  Society  of  Delaware 
Delaware  Pharmaceutical  Society 
Divison  of  Social  Services — 
Pharmacist  Consultant 
Medical  Society  of  Delaware 
Medical  Society  of 
Delaware 
Delaware  State  Dental 
Society 

Dale  Bunting  Division  of  Mental  Health 

Jean  Colon  Consumer — Kent  County 

Donald  R.  Cowan,  D.D.S.  Division  of  Public 

Health 

Nancy  Davitt  Division  of  Aging 

A.  A.  Golden,  D.O.  Delaware  State  Osteopathic 

Medical  Society 

David  Levitsky,  M.D.  American  Academy  of 

Pediatrics  Delaware  Chapter 
A.  R.  Lieberman  Consumer — New  Castle  County 

Sherita  Mahoney  Wilmington  Public  Schools 

H.  Martin  Moss,  O.D.  Delaware  Optometric  Society 

The  Computer  Company 
Nursing  Home  Association 
Division  of  Social  Services — 
Physician  Consultant 
Dorris  C.  Schwartz,  R.N.  Visiting  Nurse 

Association 
Division  of 
Public  Health 
Community  Action — 
Consumer 

Delaware  Health  Council,  Inc. 
Association  of  Delaware  Hospitals 
Sussex  County  Home  Service 

Robert  Abel,  Jr.,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 

Representatives 

(The  report  was  filed.) 


Bert  Parish 
Bob  Reed 

James  B.  Salva,  M.D. 


Frank  J.  Shannon,  Jr.,  M.D. 
Ellsworth  S.  Thompson 


Robert  Tremain 
James  P.  Tyler 
Pat  Voshelle 


SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware  (SBAD) 
is  an  organization  consisting  of  parents  of  children 
born  with  spina  bifida  and  related  neural  tube  defects, 
adults  with  this  defect,  and  interested  professionals. 
Its  primary  function  is  to  serve  as  a support  group 
for  parents  from  the  critical  days  of  adjustment  when 
an  affected  child  is  born,  through  the  years  of  medical 
care,  special  education,  socialization,  and  finally 
through  to  the  post-adolescent  period  of  self-care  and 
attainment  of  vocational  goals. 

The  Parent  Outreach  Program  is  conducted  by 
parents  trained  to  deal  with  the  trauma  of  the  birth 
of  a multihandicapped  child.  They  have  experienced 


it  themselves  and  have  the  empathy  of  those  who  have 
had  similar  crises.  All  health  care  professionals  are 
asked  to  encourage  their  patients  to  seek  this  assist- 
ance. Someone  is  always  available  to  help  at  478- 
5 869.  SBAD  conducts  bimonthly  meetings  which 
usually  consist  of  lectures  or  movies  related  to  this 
complex  birth  defect.  SBAD  members  are  also  in- 
volved in  community  awareness  programs  and  fre- 
quently speak  and  present  slides  or  films  to  civic 
groups  or  schools.  Additional  programs  include 
mothers’  meetings  and  recreational  and  education 
programs  for  the  children. 

SBAD  is  an  affiliate  of  the  Spina  Bifida  Association 
of  America  (SBAA),  which  is  now  involved  in  a re- 
search project  investigating  the  relationship  of  blood 
type  and  Rh  factors  to  the  incidence  of  spina  bifida. 

SBAD  has  joined  the  efforts  of  SBAA  to  restrict 
the  sale  of  alpha  fetoprotein  (AFP)  reagents  for  the 
prenatal  detection  of  neural  tube  defects.  While  the 
association  supports  mass  screening  and  high-risk 
testing  for  neural  tube  defects,  the  testing  involves 
very  complex  procedures,  and  it  is  SBAA’s  opinion 
that  only  those  proven  medical  programs  using  all 
follow-up  testing  services  for  all  mothers  as  well  as 
the  highest  quality  controls  in  their  testing  pro- 
cedures should  be  performing  this  screening. 

Testimony  to  this  effect  has  been  given  before  the 
FDA.  This  position  has  been  fully  supported  by  the 
American  Academy  of  Pediatrics,  the  American  Col- 
lege of  Obstetrics  and  Gynecology,  the  National  In- 
stitute of  Health  Task  Force,  and  the  Health  Services 
Administration  of  HEW.  The  FDA  has  not  yet 
made  its  decision  with  regard  to  licensing  for  the  sale 
of  the  reagent  AFP. 

SBAA’s  convention  will  be  held  in  Akron,  Ohio  on 
April  24th-27th,  1980.  The  entire  Professional  Ad- 
visory Council,  currently  headed  by  Robert  L.  Mc- 
Laurin,  M.D.,  of  the  University  of  Cincinnati  Medical 
Center,  Division  of  Neurosurgery  will  participate 
along  with  many  other  expert  speakers.  SBAD  invites 
the  participation  of  the  entire  Delaware  medical  com- 
munity. 

For  further  information  on  SBAD  call  Elaine  Col- 
lins, President,  at  475-1681. 

Nina  L.  Steg,  M.D. 

Liaison 


(The  report  was  filed.) 

MEDICAL  ETHICS 

The  Proposed  Principles  of  Medical  Ethics  ema- 
nating from  the  AMA  Ad  Hoc  Committee  on  the 
Principles  of  the  Medical  Ethics  were  considered  and 
comments  forwarded  to  the  AMA  as  requested  by 
James  S.  Todd,  M.D.,  the  Ad  Hoc  Committee’s  Chair- 
man. The  proposed  and  existing  Principles  of  Medi- 
cal Ethics  appear  on  the  following  page. 
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PRINCIPLES  OF  MEDICAL  ETHICS 


The  Ad  Hoc  Committee  on  the  Principles  of  Medical  Ethics  submitted  their  proposed  Principles  of  Medical 
Ethics  to  the  American  Medical  Association  House  of  Delegates  at  the  1979  Annual  Meeting. 

These  proposed  Principles  of  Medical  Ethics  are  the  result  of  extensive  study  and  testimony  directed  at 
achieving  the  appropriate  ethical  stance  of  the  medical  profession  in  contemporary  society. 

A final  report  will  be  submitted  at  the  1980  Annual  Meeting  of  the  AM  A.  The  AM  A invites  comments  and 
criticisms  of  this  document  and  to  this  end  the  old  Principles  of  Medical  Ethics  along  with  the  proposed  Prin- 
ciples are  listed. 


Principles  of  Medical  Ethics  (Existing) 

Preamble.  These  principles  are  intended  to  aid 
physicians  individually  and  collectively  in  maintain- 
ing a high  level  of  ethical  conduct.  They  are  not  laws 
but  standards  by  which  a physician  may  determine  the 
propriety  of  his  conduct  in  his  relationship  with  pa- 
tients, with  colleagues,  with  members  of  allied  pro- 
fessions, and  with  the  public. 

1 . The  principal  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for 
the  dignity  of  man.  Physicians  should  merit  the  con- 
fidence of  patients  entrusted  to  their  care,  rendering 
to  each  a full  measure  of  service  and  devotion. 

2.  Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill  and  should  make  avail- 
able to  their  patients  and  colleagues  the  benefits  of 
their  professional  attainments. 

3.  A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not  vol- 
untarily associate  professionally  with  anyone  who 
violates  this  principle. 

4.  The  medical  profession  should  safeguard  the 
public  and  itself  against  physicians  deficient  in  moral 
character  or  professional  competence.  Physicians 
should  observe  all  laws,  uphold  the  dignity  and  honor 
of  the  profession  and  accept  its  self-imposed  disci- 
plines. They  should  expose,  without  hesitation,  illegal 
or  unethical  conduct  of  fellow  members  of  the  pro- 
fession. 

5.  A physician  may  choose  whom  he  will  serve.  In 
an  emergency,  however,  he  should  render  service  to 
the  best  of  his  ability.  Having  undertaken  the  care  of 
a patient,  he  may  not  neglect  him;  and  unless  he  has 
been  discharged  he  may  discontinue  his  services  only 
after  giving  adequate  notice.  He  should  not  solicit 
patients. 

6.  A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere 
with  or  impair  the  free  and  complete  exercise  of  his 
medical  judgment  and  skill  or  tend  to  cause  a deteri- 
oration of  the  quality  of  medical  care. 

7.  In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  profession  income  to  medical 
services  actually  rendered  by  him,  or  under  his  super- 
vision, to  his  patients.  His  fee  should  be  commensu- 
rate with  the  services  rendered  and  the  patient’s 
ability  to  pay.  He  should  neither  pay  nor  receive  a 
commission  for  referral  of  patients.  Drugs,  remedies 
or  appliances  may  be  dispensed  or  supplied  by  the 
physicians  provided  it  is  in  the  best  interests  of  the 
patient. 

8.  A physician  should  seek  consultation  upon  re- 
quest; in  doubtful  or  difficult  cases;  or  whenever  it 


appears  that  the  quality  of  medical  service  may  be 
enhanced  thereby. 

9.  A physician  may  not  reveal  the  confidences  en- 
trusted to  him  in  the  course  of  medical  attendance,  or 
the  deficiencies  he  may  observe  in  the  character  of 
patients,  unless  he  is  required  to  do  so  by  law  or  unless 
it  becomes  necessary  in  order  to  protect  the  welfare 
of  the  individual  or  of  the  community. 

10.  The  honored  ideals  of  the  medical  profession 
imply  that  the  responsibilities  of  the  physician  extend 
not  only  to  the  individual,  but  also  to  society  where 
these  responsibilities  deserve  his  interest  and  partici- 
pation in  activities  which  have  the  purpose  of  improv- 
ing both  the  health  and  the  well-being  of  the  indivi- 
dual and  the  community. 

Principles  of  Medical  Ethics  (Proposed) 

Preamble.  The  medical  profession  has  long  sub- 
scribed to  a body  of  ethical  statements  developed 
primarily  for  the  benefit  of  those  whom  it  serves.  As  a 
member  of  this  profession,  a physician  must  recog- 
nize responsibilities  to  society,  to  patients,  to  other 
health  professionals  and  to  self.  The  following  prin- 
ciples adopted  by  the  American  Medical  Association 
are  not  laws,  but  standards  of  conduct  which  define 
the  essentials  of  honorable  behavior  for  the  physician. 

1.  A physician  shall  be  dedicated  to  providing 
medically  competent  service  with  compassion  and  re- 
spect for  human  dignity. 

2.  A physician  shall  uphold  the  honor  of  the  pro- 
fession by  dealing  honestly  with  patients  and  col- 
leagues and  striving  to  expose  those  physicians,  de- 
ficient in  character,  competence,  or  who  engage  in 
fraud  or  deception. 

3.  A physician  shall  respect  the  law,  and  also  rec- 
ognize a responsibility  to  seek  changes  in  those  re- 
quirements contrary  to  the  best  interests  of  the 
patient. 

4.  A physician  shall  respect  the  rights  of  patients, 
of  colleagues,  and  of  other  health  professionals,  and 
shall  be  safeguard  patient  confidences  within  the 
constraints  of  law. 

5.  A physician  shall  continue  to  study,  apply  and 
advance  scientific  knowledge,  make  relevant  informa- 
tion available  to  the  public,  and  utilize  the  talents  of 
other  health  professionals  when  indicated. 

6.  A physician,  except  in  emergencies,  shall  be  free 
to  choose  whom  to  serve,  with  whom  to  associate,  and 
the  environment  in  which  to  provide  services  consis- 
tent with  appropriate  patient  care. 

7.  A physician,  as  a member  of  society,  shall  recog- 
nize a responsibility  to  participate  in  activities  con- 
tributing to  an  improved  community. 
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RESOLUTIONS 

RESOLUTION  NO.  79-1 

Whereas,  in  July  1979  the  American  Medical  Asso- 
ciation House  of  Delegates  reaffirmed  the  position  of 
the  AMA  to  maintain  high  quality  medical  care  with- 
in the  framework  of  private  insurance;  and 

Whereas,  it  further  continued  to  recommend  to 
Congress  that  any  modification  of  our  present  health 
care  system  embody  the  following  four  principles  of 
Resolution  62  adopted  at  the  interim  meeting  of 
AMA  House  of  Delegates  in  December  1978: 

1.  Requiring  minimum  standards  of  adequate  bene- 
fits in  all  health  insurance  policies  sold  in  the 
United  States  with  the  appropriate  deductible 
and  co-insurance. 

2.  A simple  system  of  uniform  benefits  provided 
by  the  Federal,  State,  and  local  governments  for 
those  individuals  who  are  unfortunate  enough 
(through  no  fault  of  their  own,  eg,  age,  dis- 
ability, financial  hardship,  etc.)  not  to  be  able 
to  provide  for  their  own  medical  care. 

3.  A nationwide  program  by  the  private  insurance 
industry  of  America  (and  government,  if  neces- 
sary, for  re-insurance)  to  make  available  cata- 
strophic insurance  coverage  for  those  illnesses 
and  individuals  where  the  economic  impact  of 
a catastrophic  illness  could  be  tragic.  All  cata- 
strophic coverage  should  have  an  appropriate  co- 
insurance  to  make  it  economically  feasible  and 
to  avoid  abuse. 

4.  A program  developed  pursuant  to  these  princi- 
ples to  be  administered  at  the  State  level  with 
national  standardization  through  Federal  guide- 
lines. 

Now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Medi- 


cal Society  of  Delaware  support  the  principles  of 
Resolution  62. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  this  resolution. 

The  House  adopted  the  resolution. 

RESOLUTION  NO.  79-2 

Whereas,  the  Medical  Society  of  Delaware  has  af- 
firmed its  commitment  to  the  concepts  of  cost-con- 
tainment and  cost-effectiveness;  and 

Whereas,  an  awareness  of  the  costs  of  tests,  pro- 
cedures, and  medications  is  important  in  the  cost-ef- 
fective functioning  of  both  the  physician-in-practice 
and  the  physician-in-training  and  in  the  containment 
of  ever  spiraling  hospital  costs;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware,  by 
appropriate  means,  encourage  hospitals  to  list  the 
charges  of  tests,  procedures,  services,  and  medications 
in  such  fashion  as  to  emphasize  cost  consciousness 
and  to  maximize  the  education  of  those  who  order 
these  items  as  to  their  cost. 

Gustave  K.  Berger,  M.D. 

President,  Delaware  Society 
of  Internal  Medicine 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  this  resolution. 

The  House  adopted  the  resolution. 

RESOLUTION  NO.  79-3 

Whereas,  drugs  used  after  expiration  date  may  be 
ineffective  or  even  harmful;  and 

Whereas,  pharmacists,  in  transferring  drugs  from 
the  manufacturers’  containers  to  a container  supplied 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES SM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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to  the  patient,  have  not  previously  been  required  to 
indicate  the  expiration  date  of  drugs  on  the  patient’s 
container,  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware,  via 
appropriate  means,  advocate  such  legislative  and/or 
regulatory  changes  that  would  mandate  the  inclusion 
of  the  expiration  date  on  all  prescription  drug  labels 
on  containers  dispensed  to  patients. 

Gustave  K.  Berger,  M.D. 

President,  Delaware  Society 
of  Internal  Medicine 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  House  adopted  the  resolution. 

RESOLUTION  NO.  79-4 

Whereas,  the  cost  of  malpractice  insurance  to  the 
physician,  and  to  his  patients,  is  exorbitantly  high; 
and 

Whereas,  approximately  84%  of  this  cost  accrues 
to  the  insurance  companies,  defense  attorneys,  and 
plaintiff’s  attorneys;  and 

Whereas,  these  involved  parties  feel  no  urgency  to 
reduce  the  work  load  or  reduce  the  cost  of  insurance 
by  eliminating  unnecessary  investigations  and  pro- 
cedures of  discovery;  and 

Whereas,  the  physician’s  interest  may  not  be  op- 
timally represented  by  an  attorney  who  also  repre- 
sents an  insurance  company  and/or  a codefendant 
such  as  a hospital;  and 

Whereas,  the  choice  of  attorney  provided  by  the 
insurance  company  is  severely  limited;  and 

Whereas,  a competent  defendant’s  attorney  could 
reduce  the  cost  of  this  insurance  by  eliminating  frivo- 
lous claims  and  nuisance  claims  which  require  tre- 
mendous effort  on  the  part  of  insurance  company 
lawyers  and  cited  physicians  to  comply  with  the  pro- 
cedures of  discovery;  and 

Whereas,  it  is  improbable  that  a physician  can  easily 
find  at  random,  or  by  searching,  an  attorney  who  will 
represent  him  with  expertise  in  such  matters;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  re- 
tain a lawyer  for  the  purpose  of  representing  members 
in  order  to  reduce  the  cost  of  insurance  and  reduce 
time  required  to  comply  with  the  demands  of  the 
legal  process. 

Howard  D.  Cohen,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
resolution  not  be  adopted. 


The  House  did  not  adopt  the  resolution. 

RESOLUTION  NO.  79-5 

Whereas,  it  has  been  shown  that  trauma  is  lessened 
by  the  use  of  seat  belts;  and 

Whereas  there  is  no  requirement  for  seat  belts  in 
public  vehicles,  and  school  buses  in  particular;  now 
therefore  be  it 

Resolved,  that  in  the  interest  of  preventive  medi- 
cine the  House  of  Delegates  of  the  Medical  Society  of 
Delaware  recommend  to  the  State  Legislature  enact- 
ment of  legislation  making  the  use  of  seat  belts  man- 
datory for  passengers  in  all  public  vehicles  licensed  in 
Delaware,  including  school  buses. 

David  Platt,  M.D. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that,  in 
the  Resolved,  the  word  use  be  changed  to  provision 
and  that  the  Resolution  then  be  adopted. 

The  House  referred  the  resolution  back  to  the  Board 
of  Trustees  for  further  study. 

RESOLUTION  NO.  79-6 

Whereas,  data  shows  that  out-of-hospital  births 
constitute  a two  to  five  times  greater  risk  to  a baby’s 
life  than  hospital  births;  and 

Whereas,  out-of-hospital  births  make  up  about  one 
percent  of  the  total  births  in  the  United  States,  and 
that  some  data  show  that  more  than  40  percent  of 
babies  born  outside  the  hospital  were  delivered  by  at- 
tendants without  any  kind  of  health  profession 
license;  and 

Whereas,  stillbirths  are  a major  risk  of  home  de- 
livery, particularly  where  the  birth  attendants  are 
untrained;  and 

Whereas,  birth  at  home  does  not  provide  the  equip- 
ment to  recognize  early  fetal  distress  before  birth  or 
the  medical  facilities  to  carry  out  complicated  de- 
liveries that  may  be  necessary  to  save  a fetus  in  dis- 
tress; therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
endorse  the  position  statement  adopted  by  both  the 
American  College  of  Obstetricians  and  Gynecologists 
and  the  American  Academy  of  Pediatrics,  which  reads 
as  follows: 

"Labor  and  delivery,  while  a physiologic  pro- 
cess, clearly  presents  potential  hazards  to  both 
mother  and  fetus  before  and  after  birth.  These 
hazards  require  standards  of  safety  which  are 
provided  in  the  hospital  setting  and  cannot  be 
matched  in  the  home  situation. 
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"We  recognize,  however,  the  legitimacy  of  the 
concern  of  many  that  the  events  surrounding 
birth  be  an  emotionally  satisfying  experience 
for  the  family.  We  support  those  actions  that 
improve  the  experience  of  the  family  while 
continuing  to  provide  the  mother  and  her  in- 
fant with  accepted  standards  of  safety  avail- 
able only  in  hospitals  which  conform  to  stand- 
ards as  outlined  by  the  American  College  of 
Obstetricians  and  Gynecologists  and  the 
American  Academy  of  Pediatrics.” 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  House  adopted  the  resolution. 

RESOLUTION  NO.  79-7 

Whereas,  the  misuse  and  abuse  of  alcohol  and  con- 
trolled substance  are  recognized  as  social  problems  in 
the  United  States;  and 

Whereas,  the  law  enforcement  agencies  have  en- 
deavored to  control  the  use  of  these  substances  ac- 
cording to  the  standards  provided  by  law;  and 

Whereas,  such  endeavors  of  law  enforcement  have 
not  resulted  in  satisfactory  control;  and 

Whereas,  education  has  always  been  able  to  improve 
society’s  standards;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
petition  the  Department  of  Public  Instruction  to 
introduce  into  its  formal  curriculum  information 
aimed  at  providing  education  in  the  biodynamics  as- 
sociated with  the  use  of  alcohol  and  controlled  sub- 
stances; and  be  it  further 

Resolved,  that  the  level  of  such  teaching  begin  at 
the  earliest  class  levels  from  grade  one  through  twelve 
deemed  feasible  by  the  Department  of  Public  Instruc- 
tion. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  House  amended  the  first  Resolved  by  inserting 
health  education  so  that  it  would  read  into  its  formal 
health  education  curriculum.  The  House  then  re- 
ferred the  amended  resolution  back  to  the  Board  for 
further  study  and  action. 

RESOLUTION  NO.  79-8 

Whereas,  the  Medical  Review  Committee  and  the 
Medical  Services  Insurance  Committee  are  made  up 
of  the  same  members;  and 

Whereas,  the  Medical  Services  Insurance  Committee 


functions  can  be  carried  out  by  the  Medical  Review 
Committee;  and 

Whereas,  a meeting  of  the  Medical  Services  Insur- 
ance Committee  has  not  been  held  this  past  year;  and 

Whereas,  the  House  has  approved  the  Committee 
report  of  the  Medical  Services  Insurance  Committee 
which  included  the  recommendation  of  the  merger 
of  these  two  committees;  therefore  be  it 

Resolved,  that  the  Medical  Review  Committee  as- 
sume the  responsibilities  of  the  Medical  Services  In- 
surance Committee,  and  the  latter  committee  be  elimi- 
nated as  a Standing  Committee  of  the  Society;  and 
that  this  resolution  be  referred  to  the  Bylaws  Com- 
mittee for  further  action. 

Reference  Committee  D 

Report  of  the  Reference  Committee 

The  Reference  Committee  (D)  initiated  and  there- 
fore sponsored  this  resolution. 

The  House  adopted  the  resolution. 

RESOLUTION  NO.  79-9 

Whereas,  the  increased  membership  is  essential  to 
meet  the  needs  of  medicine  in  the  next  decade;  and 

Whereas,  reduced  dues’  membership  has  been  recog- 
nized as  important  for  physicians  just  entering  prac- 
tice; and 

Whereas,  marketing  techniques  would  warrant  the 
use  of  a first-year  incentive  to  membership;  therefore 
be  it 

Resolved,  that  initial  year  of  full-active  member- 
ship in  the  AMA  also  be  extended  at  a reduced  rate  of 
dues. 

Rhoslyn  J.  Bishoff,  M.D. 

This  resolution  went  directly  to  the  House.  It  was 
adopted. 

a?  as  «s 

As  a memorial  to  the  members  of  the  Society  who 
were  lost  through  death  during  the  past  year,  the 
assembly  rose  for  a moment  of  silence  as  the  names 
were  read: 

Leon  V.  Anderson,  M.D. 

Thomas  H.  Baker,  M.D. 

Alexander  L.  Czebotari,  M.D. 

Armand  N.  De  Sanctis,  Sr.,  M.D. 

Samuel  G.  Elbert,  Jr.,  M.D. 

Allen  D.  King,  M.D. 

Robert  B.  Layton,  Jr.,  M.D. 

Charles  K.  Morris,  M.D. 

Joyce  Z.  Pearson,  M.D. 

William  C.  Pritchard,  Jr,,  M.D. 

Alexander  A.  Rea,  M.D. 

(The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference.) 
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Speakers  on 
“Ask  the 
Doctor” 

Speakers  for  February  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  February  5,  Bruce  E.  Matthews, 
D.D.S.,  Children’s  Dental  Health  Week;  February  12,  Francis  P.  Parker,  M.D., 
A “Pap  Test”  for  Lung  Cancer;  February  19,  Joseph  F.  Kestner,  Jr.,  M.D.,  Oc- 
cupational Lung  Diseases;  February  26,  Robert  Abel,  Jr.,  M.D.,  Indications  for 
Cornea  and  Cataract  Surgery. 

Impaired 

Physicians 

Program 

DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

In  the  News 

Vincent  G.  J.  Lobo,  Jr.,  D.O.,  a member  of  the  Harrington  City  Council  for  eight 
years,  has  been  reelected  to  another  term.  He  is  also  the  mayor  of  Fenwick  Island. 

Anthony  L.  Cucuzzella,  M.D.,  has  been  reappointed  Chairman  of  the  Medical 
Society  of  Delaware’s  Voluntary  Effort  Committee. 

The  following  Judicial  Council  officers  have  been  named:  Marvin  H.  Dorph,  M.D., 
Chairman;  C.  E.  Graybeal,  M.D.,  Vice  Chairman;  and  John  J.  Egan,  M.D.,  Sec- 
retary. 

G.  Barrett  Heckler,  M.D.,  assistant  medical  director  for  Hercules,  has  been  elected 
president  of  the  Delaware  Occupational  Medical  Association.  Joseph  A.  Glick, 
M.D.,  has  been  named  president-elect;  and  John  C.  Bonnett,  M.D.,  vice-president. 

Delaware 
Academy  of 
Medicine 
Exhibit 

The  Delaware  Academy  of  Medicine  is  sponsoring  an  exhibit,  THE  DELAWARE 
DOCTOR  1750-1930,  which  will  be  on  view  in  the  Old  Town  Hall,  505  Market 
Street  Mall,  Wilmington,  from  January  22-March  29.  Exhibit  hours  are  Tuesday 
through  Friday  from  noon  to  4 p.m.  and  Saturday  from  10  a.m.  to  4 p.m.  Ad- 
mission is  free. 

CLINICAL  NOTICES  AND  MEETINGS 

Nutritional  Care 
Program 

The  American  Society  for  Parenteral  and  Enteral  Nutrition  will  hold  its  Fourth  Clinical 
Congress  entitled,  THE  ART  AND  SCIENCE  OF  NUTRITION,  fanuary  30-February 
2 at  the  Palmer  House  in  Chicago.  For  further  information,  contact:  ASPEN,  6110 
Executive  Boulevard,  Suite  810,  Rockville,  Maryland  20852.  Telephone:  (301)  881- 
4626. 
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Delaware  Nurses’  The  Delaware  Nurses’  Association  is  sponsoring  a TRANSCULTURAL  PROGRAM 
Association  ON  HEALTH  CARE  IN  OTHER  COUNTRIES  at  the  Delaware  Academy  of  Medi- 
cine on  February  7 at  7:30  p.m.  Robert  W.  Frelick,  M.D.,  who  was  a volunteer  in 
Kabul,  Afghanistan,  will  be  one  of  the  featured  speakers.  Tickets  are  available  through 
the  Delaware  Nurses’  Association,  Suite  104,  1003  Delaware  Avenue,  Wilmington, 
Delaware  19806.  Telephone:  (302)  655-6297. 

Perinatal  Crises  THE  THIRD  ANNUAL  PERINATAL  CONFERENCE  will  be  held  March  5-7,  at 
Waterville  Valley,  New  Hampshire.  It  meets  the  criteria  for  8 credit  hours  in  Category 
I of  the  Physician’s  Recognition  Award  of  the  AMA.  For  further  information,  contact: 
Office  of  Continuing  Medical  Education,  Dartmouth-Hitchcock  Medical  Center,  Han- 
over, New  Hampshire  03755.  Telephone:  (603)  643-4000. 


Seminar  for  THE  AMERICAN  ASSOCIATION  OF  MEDICAL  ASSISTANTS,  INC.  is  holding 
Medical  Assistants  a SEMINAR  FOR  MEDICAL  ASSISTANTS  on  March  12  to  attempt  to  reactivate 
the  Delaware  Chapter.  For  further  information,  contact:  the  Medical  Society  of  Del- 
aware, 1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone  (302)  658- 
7596. 


ABC  Annual 
Meeting 


The  Annual  Meeting  of  the  American  Blood  Commission  will  be  held  at  the  Mayflower 
Hotel  in  Washington,  D.C.,  on  March  14.  For  further  information,  contact:  Nancy 
R.  Holland,  1901  N.  Ft.  Myer  Drive,  No.  300,  Arlington,  Virginia  22209. 


ACS  Spring  THE  8th  ANNUAL  SPRING  MEETING  OF  THE  AMERICAN  COLLEGE  OF 
Meeting  SURGEONS  will  be  held  in  Toronto,  Canada,  March  23-27,  at  the  Sheraton  Centre 
Hotel.  Various  postgraduate  courses  for  physicians  will  be  offered.  The  American 


Save  where  it  pays  to  Pay  Yourself  First 


Choose  from: 

Investment  Savings  Plans* 

Terms  from  6 months  to  8 years 

Statement  Savings  Plans 

Telephone  Transfer  funds  from  your  5 v2%  statement  account  to 
your  checking  account  in  any  area  bank  and  maximize  your 
cash  flow  earnings 

Passbook  Savings  Plans 

A secure  way  to  watch  your  savings  grow 

^Investment  accounts  require  a substantial  penalty 
for  early  withdrawal. 


HRTISHnS' 

SflvmGS  BH[|h 

Member  F.D.I.C. 

Telephone  658-6881,  In  Dover  Call  674-3214 
9th  8l  7 htnall  Sts.,  Wilmington 

Concord  Mall,  Midway,  Polly  Drummond,  6l  Graylyn  Crest  Shopping  Centers 

Dover,  Del. 
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AMA — Theme 
Meeting 

College  of  Surgeons  designates  that  the  continuing  medical  education  offerings  meet 
the  criteria  for  hour-for-hour  credit  in  Category  I of  the  Physician’s  Recognition  Award 
of  the  AMA.  For  further  information,  contact:  the  American  College  of  Surgeons, 
55  East  Erie  Street,  Chicago,  Illinois  60611.  Telephone:  (312)  664-4050. 

The  AMA  will  present  the  first  of  its  special  “Theme  Meetings”  on  CORONARY 
ARTERY  DISEASE  on  April  9-12  in  Los  Angeles,  California.  For  further  information, 
contact:  Gale  K.  Jewett,  Continuing  Medical  Studies,  American  Medical  Association, 
535  N.  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone:  (312)  751-6570. 

Rural  Health 

THE  AMERICAN  MEDICAL  ASSOCIATION  33rd  NATIONAL  CONFERENCE 
ON  RURAL  HEALTH  will  be  held  April  17-18  in  Boston,  Massachusetts.  Up  to  15 
hours  of  continuing  medical  education  credit  can  be  earned.  For  further  information, 
contact:  Department  of  Meeting  Services,  American  Medical  Association,  535  N.  Dear- 
born Street,  Chicago,  Illinois  60610. 

Cardiology 

Conference 

The  American  Academy  of  Family  Physicians  and  the  American  College  of  Cardi- 
ology are  cosponsoring  a meeting  titled,  PRACTICAL  CARDIOLOGY  FOR  THE 
FAMILY  PHYSICIAN — 1980,  April  21-23,  in  San  Antonio,  Texas.  For  further  in- 
formation, contact:  the  American  Academy  of  Family  Physicians,  1740  West  92nd 
Street,  Kansas  City,  Missouri  64114. 

Emergency 

Medicine 

The  Department  of  Continuing  Medical  Education  of  the  Medical  College  of  Virginia, 
Virginia  Commonwealth  University,  will  hold  the  2nd  annual  program  entitled,  EMER- 
GENCY MEDICINE  FOR  THE  PRIMARY  CARE  PHYSICIAN,  April  25-27,  at  the 
Williamsburg  Hospitality  House  in  Williamsburg,  Virginia.  This  program  meets  the 
criteria  for  13  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA. 
For  further  information,  contact:  Ms.  Glenda  Snow,  Continuing  Medical  Education, 
Medical  College  of  Virginia,  Box  48 — MCV  Station,  Richmond,  Virginia  23298.  Tele- 
phone: (804)  786-0494. 

The  Southeastern 
Surgical  Congress 

The  Southeastern  Surgical  Congress  will  hold  its  48th  ANNUAL  ASSEMBLY,  April 
28-30,  at  the  Marriott  Hotel  in  Atlanta,  Georgia.  There  are  28.5  hours  of  Category  I 
Credit  available  for  this  offering.  The  Congress  will  sponsor  a postgraduate  course 
April  27  at  the  Marriott  Hotel  in  Atlanta,  Georgia.  Eight  hours  of  Category  I Credit 
will  be  offered  for  this  course  entitled  PREVENTION,  DETECTION,  AND  MAN- 
AGEMENT OF  COMPLICATIONS  FOLLOWING  ABDOMINAL  SURGERY.  For 
further  information,  contact:  The  Southeastern  Surgical  Congress,  315  Boulevard,  N.E., 
Suite  500,  Atlanta,  Georgia  30312.  Telephone:  (404)  681-3733. 

Financial 

Planning 

A session  on  PERSONAL  AND  PRACTICE  FINANCIAL  PLANNING  FOR  PHY- 
SICIANS AND  SPOUSES  will  be  held  May  2,  Holiday  Inn,  Route  100,  Box  1100, 
Lionville,  Pennsylvania.  The  program  is  being  sponsored  by  the  Pennsylvania  Medi- 
cal Society,  the  Medical  Society  of  Delaware,  and  the  Medical  and  Chirurgical  Faculty 
of  Maryland.  For  further  information,  contact:  the  Medical  Society  of  Delaware,  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  658-7596. 

Human  Sexuality 

A symposium  will  be  held  at  the  Hotel  duPont  in  Wilmington  on  HUMAN  SEXU- 
ALITY on  May  3.  Co-sponsors  are  the  Medical  Society  of  Delaware  and  the  Dela- 
ware Pharmaceutical  Society,  Inc.  in  cooperation  with  Lederle  Laboratories.  As  more 
information  becomes  available,  further  announcements  will  be  made. 
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National  Medical  The  annual  meetings  of  the  following  Specialty  Societies  will  be  held  as  follows: 

Specialty  Societies 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS,  April  13-18,  Anaheim,  Cali- 
fornia. 

AMERICAN  LARYNGOLOGICAL,  RHINOLOGIC,  AND  OTOLOGICAL  SO- 
CIETY, April  15-17,  The  Breakers,  Palm  Beach,  Florida. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  April  19-24,  Las  Vegas  Hilton,  Las  Vegas, 
Nevada. 

AMERICAN  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS,  April  20-24,  New 
York  Hilton,  New  York,  New  York. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIATION,  April  20-25,  Detroit 
Plaza,  Detroit,  Michigan. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  April  21-24,  New  Orleans  Hilton,  New 
Orleans,  Louisiana. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  April  22-25,  Sheraton  Centre,  Las  Vegas, 
Nevada. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SURGERY,  April  28-30,  San  Fran- 
cisco Hilton,  San  Francisco,  California. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  April  28-May  3,  Hyatt  Regency,  New 
Orleans,  Louisiana. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLOGISTS,  May  5-9, 
Hilton  Hotel,  New  Orleans,  Louisiana. 


University  of  The  Maternal  and  Child  Health  Program,  University  of  California  School  of  Public 
California  Health,  Berkeley,  announces  the  following  training  opportunities  for  obstetricians  and 
pediatricians:  BASIC  TRAINING  IN  MATERNAL  AND  CHILD  HEALTH,  ADO- 
LESCENT HEALTH,  HEALTH  OF  THE  SCHOOL-AGE  CHILD,  FAMILY  PLAN- 
NING, HANDICAPPED  CHILDREN,  COMPREHENSIVE  CARE  (AMBULATORY 
PEDIATRICS),  PERINATOLOGY,  and  DOCTORAL  PROGRAM  (DOCTOR  OF 
PUBLIC  HEALTH).  For  further  information,  contact:  Helen  M.  Wallace,  M.D., 
Professor  and  Chairman,  Department  of  Maternal  and  Child  Health,  University  of 
California  School  of  Public  Health,  Berkeley,  California  94720. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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IT'S  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


* { 


oo^r^V^  c 

%'®Se<?'-0°  c,^' 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


2. 

3. 

4. 

5. 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 


\ v h 

V 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching:  it 
may  be  manifest  simply  as  a failure  to  heal.  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  Appropriate  measuresshould 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
4.  *■  mA  / North  Carolina  27709 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


REPORT  ON  AMERICAN  CANCER  SOCIETY 
NATIONAL  CONFERENCE  ON  BREAST  CANCER 


Dr.  Ruth  E.  Snyder,  of  the  Memorial  Sloan- 
Kettering  Cancer  Center,  New  York  City,  in  a 
paper  reporting  on  a radiographic  study  of  non- 
palpable  breast  masses,  stated  at  the  American 
Cancer  Society  National  Conference  on  Breast 
Cancer  that  mammography  has  been  much  ma- 
ligned of  late.  Among  the  points  made  during 
her  presentation  were:  (1)  Mammography  is  the 
best  method  currently  available  for  the  early  de- 
tection of  breast  cancer;  (2)  Thermography  and 
ultrasound  may  supplement  mammography  when 
findings  are  inconclusive,  but  they  cannot  sup- 
plant it;  (3)  The  risk  of  radiation  from  the  pro- 
cedure has  been  exaggerated;  and  (4)  The  con- 
tinued use  of  mammography  should  be  encour- 
aged. Dr.  Snyder  said  that  the  use  of  mam- 
mography is  important  because  “only  patients 
with  the  most  limited  form  of  disease  can  be  as- 
sured a high  probability  cure  with  any  treatment, 
and  mammography  is  the  only  diagnostic  pro- 
cedure that  presently  can  consistently  detect  such 
cancers  before  they  become  palpable.”  Much  of 
the  fear  of  cancer’s  being  caused  by  the  radiation 
is  misplaced  since  the  present  techniques  have 
been  significantly  improved,  and  the  absorbed 
radiation  dose  to  the  breast  has  been  reduced 
to  a very  low  level.  Since  1978,  because  of  the 
radiation  concern,  the  number  of  mammograms 
done  has  declined  even  though  the  number  of 
cancers  detected  by  mammography  has  increased. 
Dr.  Snyder  also  emphasized  that  when  calcifica- 
tion was  the  main  reason  for  doing  a biopsy  of 
the  breast,  the  specimen  should  be  studied  radio- 
graphically to  be  sure  that  the  appropriate  tissue 
had  been  removed. 

In  another  presentation,  Dr.  Mark  C.  Lapa- 
yowker  of  Temple  University  Hospital,  Philadel- 
phia, presented  data  that  suggested  that  thermog- 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 
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raphy  had  value  as  a prognostic  indicator  in  com- 
bination with  physical  examination  as  a prescreen 
for  mammography.  In  his  opinion,  ultrasound 
seems  to  have  little  value  at  present  except  to 
further  identify  masses  already  discovered  either 
by  palpation  or  mammography  or  both.  Dr. 
Lapayowker  reported  that  the  results  from  ther- 
mography in  the  Breast  Cancer  Screening  Pro- 
grams had  been  disappointing  since  its  accuracy 
was  barely  better  on  average  than  just  guessing. 
He  thought  the  wide  variation  in  thermographic 
studies  from  one  institution  to  another  repre- 
sented either  a lack  of  interest  or  a lack  of  proper 
training  in  the  technique  at  some  centers.  The 
main  value  of  thermography,  according  to  Dr. 
Lapayowker,  was  as  a prognostic  indicator  in  that 
some  cancers  are  thermographically  cold  while 
small  cancers  are  on  many  occasions  hot  enough 
to  be  readily  detected.  Cancers  with  high  meta- 
bolic activity  apparently  have  a worse  prognosis 
than  smaller  growing  ones. 

Another  value  of  thermography  is  as  a pre- 
screen procedure  prior  to  mammography.  Dr. 
Lapayowker  pointed  out  that  if  both  clinical  ex- 
amination and  thermography  were  used  initially, 
and  mammography  reserved  for  women  with  ab- 
normal clinical  or  thermographic  findings,  the  pre- 
dictive value  of  a positive  mammogram  would  be 
markedly  increased,  and  the  population  subjected 
to  mammography  would  be  reduced  to  about  one- 
fourth  of  women  screened.  He  was  quick  to  point 
out,  however,  that  this  strategy  would  mean  that 
about  40%  of  breast  cancers  would  be  missed  by 
this  technique,  and  he  concluded  that  the  strategy 
for  detecting  60%  of  cancer  is  better  than  no 
strategy  at  all. 

In  another  paper,  Dr.  C.  A.  Joseph  Chang  of 
the  University  of  Kansas  Medical  Center  reported 
on  a technique  combining  computed  tomography 
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with  image  enhancement  (CT-M)  for  the  defini- 
tive diagnosis  of  breast  cancer.  This  is  not  a 
substitute  for  mammography  but  apparently  over- 
comes some  of  its  limitations.  This  technique 
has  particular  advantage  in  detecting  cancers  in 
dense  premenopausal  dysplastic  breasts.  These 
are  cases  in  which  physical  diagnosis  or  mam- 
mographic  diagnosis  is  usually  difficult  when  phy- 
sical examination  and  mammography  are  incon- 
clusive. The  total  average  dose  to  the  mid-breast 
for  the  typical  CT-M  examination  is  about  half 
the  dosage  used  in  a single  view  mid-breast  ex- 
amination using  xeromammography  for  the  same 
size  breast  and  a little  more  than  a single  view 
low-dose  film  mammography  examination.  Dr. 
Chang  concluded  his  presentation  by  saying  “CT- 
M evaluation  affords  definitive  diagnostic  help  in 
instances  where  the  mammographic  and  physical 
examinations  are  inconclusive.  This  will  not  re- 
place conventional  mammography  and  routine 
breast  examination,  but  it  may  help  to  overcome 
limitations  of  mammography  and  appears  to  be  a 
significantly  improved  new  method  of  breast  can- 
cer diagnosis.” 
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THE  NEEDS  OF  THE  ELDERLY 


In  my  address  to  the  1979  House  of  Delegates 
I mentioned  that  there  are  many  problems  being 
faced  by  the  increasing  number  of  older  citizens 
that  need  the  attention  of  the  Medical  Society  of 
Delaware.  Originally,  with  the  institution  of  Medi- 
care, it  was  thought  that  the  federal  government 
was  going  to  take  care  of  all  of  the  medical  prob- 
lems of  those  over  65.  Therefore  many  organiza- 
tions that  had  been  committing  time  and  energy 
to  helping  the  elderly  withdrew. 

On  closer  look,  fifteen  years  later,  one  finds 
that  there  are  areas  not  covered  by  Medicare.  This 
group  of  citizens,  who  are  predominantly  living  on 
fixed  incomes,  are  constantly  running  into  prob- 
lems with  inflation,  many  of  which  are  basically 
sociological  but  nevertheless  lead  to  poor  nutri- 
tion, isolation,  and  inadequate  medical  care. 

If  I were  to  look  into  a crystal  ball,  I might 
suggest  that  some  of  these  problems  could  be 
lessened  by  better  housing  in  retirement-type 
facilities,  and  expansion  of  Medicare  to  include 
prescription  medications. 

Should  the  Wilmington  Medical  Center  build 
at  Stanton,  it  would  seem  natural  that  the  pos- 
sible future  use  of  the  Memorial  and/or  Wilming- 
ton General  Divisions  might  be  for  an  upstate 
Smyrna-type  of  chronic  care  hospital  and  housing 
for  those  persons  who  are  discharged  from  the 
hospital  but  are  temporarily  unable  to  be  on  their 
own — a half-way  house,  so  to  speak.  Similar 
facilities  might  be  planned  and  constructed  in 


Kent  and  Sussex  Counties.  These  would  be  funded 
by  a combination  of  private,  state,  federal,  and 
philanthropic  organizations,  but,  hopefully,  run 
by  the  private  sector.  The  need  seems  clear;  the 
how  and  the  who  need  to  be  determined. 

Recently  there  has  been  much  in  the  press  about 
the  Alfred  I.  duPont  Foundation  and  their  agree- 
ment to  spend  something  in  the  order  of  two  to 
six  million  dollars  a year  on  the  elderly  in  Dela- 
ware. How  they  spend  it  is  clearly  up  to  the 
Alfred  I.  duPont  Foundation.  They  have  a his- 
tory of  doing  things  well,  after  proper  study  and 
expert  advice.  Such  money  should  clearly  not 
simply  be  transferred  to  the  public  coffers  where 
it  would  most  likely  disappear  with  very  little 
tangible  evidence  and  without  much  of  an  impact. 
The  Medical  Society  is  watching  with  interest  as 
they  formulate  their  plans  and  would  be  happy 
to  advise  should  we  be  asked  and  should  we 
possess  the  expertise. 

To  look  into  the  needs  of  the  aged  and  see  if 
there  are  any  possible  solutions,  I am  appointing 
an  Ad  Hoc  Committee.  I welcome  any  comments 
that  any  of  you  may  have.  Should  you  be  in- 
terested in  serving  on  such  a committee,  please 
let  me  know. 
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Just  a Reminder... 

What  Blue  Cross  and  Blue  Shield  of  Delaware  does  not  cover. 

Blue  Cross  and  Blue  Shield  benefits  are  comprehensive  — 
but  there  are  limits.  Why?  With  restrictions,  health  benefits  are 
expensive.  Without  limits,  they’d  be  unaffordable. 

And,  all  of  us  have  an  interest  in  keeping  health  benefits 
affordable. 

What  is  not  covered?  Limits  are  spelled  out  in  virtually  all 
Blue  Cross  and  Blue  Shield  benefits  books  and  contracts.  But  — 
just  as  a reminder — we’ll  be  using  this  space  incoming  months 
to  discuss  procedures  and  services  which  are  not  covered. 

This  month:  Medically  Unnecessary  Admissions. 
Hospitalizations  which  are  not  medically  necessary  are  excluded 
from  Blue  Cross  coverage.  Examples  of  conditions  or  situations 
where  this  may  occur  are: 

• Obesity  admissions  to  a hospital  for  weight  control  by 
diet  and  physical  therapy  programs. 

• Rest  cures  for  a condition  which  can  be  treated  at 
home  but  the  patient  prefers  to  have  treatment  in  the 
hospital. 

• Custodial  care  when  the  patient  may  need  personal 
care  but  does  not  require  24  hour  medical  and 
nursing  care. 


In  coming  months  we’ll  discuss  other  Blue  Shield  coverage 
limitations. 
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STAPHYLOCOCCAL  ENDOCARDITIS:  A REVIEW 

Philip  J.  Dzwonczyk,  M.D. 


Staphylococcal  endocarditis  is  a disease  with 
which  clinicians  have  long  been  acquainted.  Re- 
cent changes  in  patient  population,  such  as  in- 
creased age,  intravenous  drug  abuse,  invasive 
medical  and  surgical  procedures,  and  the  admini- 
stration of  antibiotics  have  influenced  both  the 
incidence  and  the  course  of  this  disease.  This 
paper  presents  an  overview  of  the  clinical  pattern 
of  staphylococcal  endocarditis,  with  special  em- 
phasis on  new  therapeutic  developments. 

Infective  endocarditis  accounted  for  0.16  to 
5.4  patients  per  1,000  hospital  admissions  in  ten 
different  hospitals  in  the  United  States.1  Varying 
criteria  for  establishing  the  diagnosis  of  endo- 
carditis and  differences  in  the  reporting  of  culture- 
negative cases  result  in  some  ambiguities  in  the 
statistics  quoted  above. 

Watanakunakorn  believes  he  has  observed  a 
recent  progressive  decrease  in  the  incidence  of 
infective  endocarditis.1  Whether  this  is  related 
to  the  use  of  antimicrobial  agents  or  to  other 
factors  is  unknown. 

There  has  been  no  significant  change  in  the 
incidence  of  staphylococcal  endocarditis  over  the 
past  30  years. 

Infective  endocarditis,  including  those  cases 
caused  by  staphylococci,  is  predominantly  a 

Dr.  Dzwonczyk  is  a medical  intern  at  the  Mary  Imogene  Bassett 
Hospital  in  Cooperstown,  New  York.  This  article  was  written  in 
his  fourth  year  as  a Jefferson  Medical  College  student  while  he 
served  an  infectious  disease  rotation  at  the  Wilmington  Medical 
Center  under  Dr.  William  J.  Holloway. 


disease  of  males.  In  17  series  reported  from  all 
types  of  hospitals  in  different  parts  of  the  United 
States,  the  male  to  female  ratio  was  between  1.2 
and  3.0  to  l.1  In  a recent  study  of  64  patients, 
the  majority  were  older  than  40. 2 The  increased 
accuracy  in  the  diagnosis  of  congenital  heart  dis- 
ease and  the  longer  survival  of  congenital  heart 
disease  patients,  have  resulted  in  a greater  number 
of  cases  of  endocarditis  in  such  patients.1 

Two  species  of  staphylococci  may  be  responsi- 
ble for  staphylococcal  endocarditis:  Staphylococ- 
cus aureus  and  Staphylococcus  epidermidis  (form- 
erly known  as  Staphylococcus  albus).  These  or- 
ganisms are  differentiated  in  the  laboratory  by 
pigment  production  (S.  epidermidis  producing 
white  or  cream-colored  colonies  while  S.  aureus 
usually  exhibits  a yellow  or  golden  pigment  pro- 
duction), ability  to  ferment  mannitol,  and  coagu- 
lase  production. 

S.  aureus  has  been  reported  as  the  etiological 
agent  in  4.0  to  33.8  percent  of  cases  of  infective 
endocarditis;  S.  epidermidis  has  been  isolated  in 
0 to  13.0  percent  of  cases.1  S.  epidermidis  is  fre- 
quently the  causative  agent  in  endocarditis,  com- 
plicating cardiac  surgery,  particularly  prosthesis 
insertion. 

Patients  with  S.  aureus  bacteremia  are  particu- 
larly at  risk  of  developing  endocarditis  if  they 
have  an  indwelling  peripheral  or  central  venous 
catheter.  In  one  series,  eight  of  twenty  patients 
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with  endocarditis  had  an  indwelling  catheter  as 
the  portal  of  entry.3  Pulmonary  artery  catheters 
have  been  implicated  in  the  development  of  right- 
sided S.  aureus  endocarditis,  but  Greene  et  al  con- 
cluded that  there  is  no  association  between  the 
use  of  indwelling  catheters  in  the  right  side  of  the 
heart  and  left-sided  endocarditis.4 

The  narcotic  addict,  especially  the  habitual  user 
of  intravenous  heroin,  is  particularly  at  risk  for 
endocarditis.  Because  of  the  difficulties  of  col- 
lecting information  among  this  segment  of  our 
population,  the  actual  incidence  of  endocarditis 
among  narcotic  abusers  is  not  known.  However, 
at  least  one  observer  feels  that  there  has  been  a 
recent  increase  in  the  incidence  of  infective  endo- 
carditis in  narcotic  addicts.3  The  highest  incidence 
is  in  males  in  the  third  and  fourth  decades,  which 
is  not  surprising  in  light  of  the  predominant  age 
distribution  and  sex  make-up  of  the  addict  popu- 
lation. 

While  5.  aureus  is  the  most  prevalent  organism 
in  endocarditis  in  narcotic  addicts,  geographic 
variations  exist  and  other  organisms  predominate 
in  certain  areas  of  the  country.1  Some  investiga- 
tors have  attempted  to  explain  this  geographic 
variation  on  differences  in  the  contaminating  or- 
ganisms in  heroin  in  various  locales.  A 1974 
study  failed  to  find  an  association  between  bac- 
terial contamination  of  locally  available  street 
heroin  and  the  predominant  organism  isolated 
from  addict  endocarditis  patients,5’6  although  as- 
sociation has  been  made  between  nose,  throat, 
and  skin  carriage  of  S.  aureus  and  endocarditis  in 
addicts.7 

Endocarditis  following  cardiopulmonary  by- 
pass has  become  a significant  problem  with  an 
overall  incidence  of  1.58  percent.  The  incidence 
of  endocarditis  following  open-heart  operations 
not  requiring  implantation  of  a prosthetic  cardiac 
valve  is  about  0.79  percent.  When  non-valvular 
prostheses  are  employed,  this  figure  rises  to  1.47 
percent;  and,  with  the  implantation  of  prosthetic 
valves,  the  figure  reaches  2.06  percent.1 

The  staphylococci  are  the  most  important  or- 
ganisms in  the  etiology  of  infective  endocarditis 
in  this  setting,  S.  aureus  accounting  for  14.2  per- 
cent to  32.2  percent  of  the  cases,  and  S.  epider- 
midis  for  21.0  percent  to  27.9  percent.1  More 
importantly,  the  relative  proportion  of  cases 


caused  by  S.  epidermidis  appears  to  be  increasing 
despite  routine  prophylaxis  with  penicillinase-re- 
sistant penicillins.1 

A recent  report,  based  on  a series  of  39  post- 
mortem examinations  of  patients  with  staphylo- 
coccal endocarditis,  showed  that  approximately 
one-third  of  the  hearts  examined  revealed  evidence 
of  underlying  cardiac  disease.  Another  one-third 
of  the  cases  showed  evidence  of  rheumatic  heart 
disease;  another  third  exhibited  changes  of  arterio- 
sclerotic cardiac  disease.  The  mitral  valve  was 
the  predominant  site  of  vegetation  followed,  in 
order  of  incidence,  by  the  aortic  valve,  both  mi- 
tral and  aortic  valves,  and  the  right  heart  involve- 
ment (tricuspid  valve  and  mural).  This  study 
also  noted  the  occurrence  of  mural  endocarditis 
in  7.7  percent  of  the  hearts  examined.  Addi- 
tional pathologic  findings  included  the  occur- 
rence of  myocardial  abscesses  (36%),  purulent 
pericarditis,  pneumonia,  lung  abscesses,  septic 
pulmonary  infarcts,  renal  abscesses  and  infarcts, 
nephritis,  and  brain  abscesses  with  or  without 
associated  meningitis.2 

The  site  of  involvement  of  staphylococcal  en- 
docarditis in  narcotic  abusers  differs  from  that 
found  in  other  patients  with  this  disease.  Here, 
the  right  heart  is  predominantly  involved  with 
evidence  of  tricuspid  valve  endocarditis  in  the 
majority  of  identifiable  cases.8 

Clinical  Presentation 

Infection  of  the  endocardium  by  S.  aureus 
usually  results  in  an  acute  clinical  presentation 
with  shaking  chills,  high  fever  (to  40°  C or  more), 
changing  cardiac  murmurs,  skin  involvement  (pe- 
techia and  pustules),  subungual  splinter  hemor- 
rhages, metastatic  abscesses,  hematuria,  anemia, 
and  a pronounced  leukocytosis.  The  progress  of 
the  infectious  destruction  of  valvular  tissue  may  be 
rapid,  with  complete  destruction  occurring  in  a 
few  days.  According  to  Fekety,  abscess  of  the  myo- 
cardial valve  ring  occurs  frequently  and  should 
be  suspected  when  serious  arrhythmias  develop.9 

It  is  important  to  note  that  cardiac  involvement 
by  S.  epidermidis  presents  a more  variable  picture; 
an  indolent  course  with  prolonged  bacteremia  may 
precede  the  clinical  presentation  of  the  endo- 
cardial infection. 
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As  mentioned  previously,  staphylococcal  endo- 
carditis in  heroin  addicts  frequently  involves  the 
tricuspid  valve.  The  clinical  presentation  in  these 
patients  includes  fever  (90%  ),  chest  pain  (58%  ), 
and  cough  (43%). 8 Gastroenteric  complaints 
are  also  frequent  in  this  setting,  chiefly  nausea, 
vomiting,  and  diarrhea.  Sklaver  et  al  in  their 
review  of  55  cases  point  out  that  there  was  a 16 
percent  occurrence  of  misdiagnoses  of  “viral  gas- 
troenteritis,” “upper  respiratory  illness,”  or  “viral 
illness.”8 

In  the  elderly,  staphylococcal  endocarditis  may 
present  without  the  classic  clinical  findings  noted 
above;  often  the  only  clues  are  mental  confusion, 
fever,  and  leukocytosis. 

Evaluation  of  Clinical  Presentation 

Besides  the  obvious  necessity  for  and  impor- 
tance of  appropriately  collected  blood  cultures, 
Gram  stain  and  culture  of  extravascular  lesions 
can  also  be  valuable.  Thadepalli  et  al  reported 
finding  Gram-positive  cocci  in  extravascular  le- 
sions in  11  of  12  patients  with  staphylococcal 
endocarditis  and  from  as  many  as  four  different 
sites  in  a given  patient.10 

Recently,  serologic  methods  have  been  advo- 
cated as  an  aid  in  the  rapid  diagnosis  of  staphylo- 
coccal endocarditis.  These  consist  of  gel  dif- 
fusion or  counter-immunoelectrophoresis  tech- 
niques that  demonstrate  circulating  serum  anti- 
bodies to  teichoic  acid,  a major  group  antigen  of 
S.  aureus.  Studies  employing  this  technique  have 
reported  a lack  of  specificity  with  frequent  false- 
positives  in  patients  with  S.  aureus  bacteremia 
without  endocarditis  and  with  streptococcal  endo- 
carditis. False-positive  results  have  also  been 
reported  in  non-infected  parenteral  drug  abusers. 

In  the  diagnosis  of  right-sided  endocarditis  in 
drug  addicts,  Sklaver  et  al,  in  a review  of  55  cases, 
reported  nodular  infiltrates  consistent  with  septic 
pulmonary  emboli  in  67  percent  of  chest  x-rays, 
whereas  only  15  percent  had  the  murmur  of  tri- 
cuspid insufficiency.8 

The  clinical  course  of  patients  with  staphylo- 
coccal endocarditis  is  frequently  complicated.  Cen- 
tral nervous  system  involvement  with  meningitis 
and  brain  abscess  have  been  mentioned.  Another 
complication  seen  in  this  setting  is  the  syndrome 
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of  disseminated  intravascular  coagulation.2  Em- 
bolic infarction  of  the  intestine,  pleural  effusions, 
cardiac  failure,  renal  failure  secondary  to  diffuse 
membranoproliferative  glomerulonephritis,  cellu- 
litis, skin  abscesses,  septic  arthritis,  adhesive  peri- 
carditis, and  peritonitis  have  been  reported  in  as- 
sociation with  staphylococcal  endocarditis  in  her- 
oin addicts.11 

Prognostic  Indicators 

Recent  reviews  cite  mortality  for  staphylococ- 
cal endocarditis  as  between  40  percent  and  86 
percent.2-12  Looking  more  closely  at  these  figures 
and  at  clinical  records  has  enabled  investigators 
to  delineate  certain  factors  of  prognostic  signifi- 
cance in  this  disease.  The  age  of  patients  who 
develop  staphylococcal  endocarditis  is  a major 
determinant  of  mortality.  In  one  recent  study, 
mortality  was  twice  as  high  in  patients  older  than 
50  years.2 

Another  indicator  of  poor  prognosis  is  the  de- 
velopment of  metastatic  meningitis  and  brain  ab- 
scess. Cerebrospinal  fluid  findings  were  usually 
not  helpful  in  making  this  diagnosis.2*13 
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The  presence  of  major  underlying  disease  is 
also  of  prognostic  significance.  Diseases  found 
to  be  of  poor  prognostic  significance  were  pre- 
existing cardiac  disease,  diabetes  mellitus,  and 
alcoholism  and/or  cirrhosis,12  which  points  to  the 
importance  of  host  defenses  in  determining  the 
outcome  of  staphylococcal  endocarditis  despite 
adequate  antimicrobial  therapy.  The  relative 
lack  of  underlying  disease  and  generally  young 
age  of  narcotic  addicts  are  probably  responsible 
for  the  comparatively  better  prognosis  of  staphy- 
lococcal endocarditis  in  these  patients. 

Examination  of  mortality  figures  also  showed 
that  “regardless  of  age,  most  of  those  patients 
who  died,  did  so  during  the  first  three  weeks  of 
therapy.”12 

The  therapy  of  staphylococcal  endocarditis  has 
been  influenced  by  the  changing  patterns  of  infec- 
tion as  well  as  evolving  organism  resistance  to 
antimicrobial  agents.  Before  considering  these 
developments,  a review  of  the  basic  principles  of 
treatment  of  this  disease  is  in  order. 

Principles  of  Treatment 

“The  isolated  organism  must  be  correctly  iden- 
tified and  its  sensitivity  to  relevant  antibiotics 
determined  in  terms  of  the  minimal  bactericidal 
concentration  (MBC),  ie,  the  lowest  concentra- 
tion of  the  antibiotic  solution  which  destroys  the 
suspension  of  bacteria  in  it.”14  Also  important 
in  evaluating  the  efficacy  of  antimicrobial  therapy 
is  the  determination  of  peak  serum  bactericidal 
activity  which  is  considered  to  be  adequate  if 
bacteria  (105  cells  per  ml)  are  destroyed  in  18 
to  24  hours  by  a 1 : 8 or  greater  dilution  of  the 
patient’s  serum.15 

Other  principles  of  treatment  include:  “The 
administered  antibiotics  must  be  bactericidal  and 
if  used  in  combination,  synergistic.  The  dose  and 
duration  of  therapy  must  be  adequate.  Since 
prolonged  high-dose  treatment  is  usually  neces- 
sary, side  effects  must  be  minimal.  With  adequate 
antibacterial  therapy,  temperature  will  fall  within 
about  72  hours.”14  Continued  elevation  of  tem- 
perature calls  for  the  exclusion  of  continued  en- 
docardial involvement,  metastatic  abscess  forma- 
tion with  or  without  septicemia,  drug  fever,  throm- 
bophlebitis, deep  venous  thrombosis,  and  pul- 
monary emboli.  The  therapy  of  staphylococcal 


endocarditis  should  be  continued  for  at  least  four 
weeks  and  preferably  for  six  to  eight  weeks.2*9 

Antimicrobial  Therapy 

Effective  antimicrobial  therapy  of  staphylo- 
coccal endocarditis  first  became  available  with 
the  introduction  of  penicillin.  Watanakunakorn 
reported  no  change  in  the  percentage  of  S.  aureus 
resistant  to  penicillin  for  the  two  decades  prior 
to  1973. 2 Penicillin  is  still  a valuable  agent  when 
the  infecting  staphylococcus  is  susceptible  in  vitro, 
but  the  development  of  penicillin  resistance  forced 
a change  in  the  therapeutic  approach. 

Penicillinase-resistant  penicillins  include  rnethi- 
cillin,  nafcillin,  and  oxacillin.  Nafcillin  (125 
mg/kg)  is  considered  by  some  to  be  the  drug  of 
choice  in  staphylococcal  endocarditis  since  methi- 
cillin  and  oxacillin  have  been  associated  with  in- 
terstitial nephritis  and  hepatotoxic  effects.16 

Possible  synergy  from  the  combination  of  a 
penicillin  with  an  amino-glycoside  antibiotic  has 
been  the  subject  of  recent  investigations.  Hoep- 
rich  advocates  combining  gentamicin  with  peni- 
cillin G (for  penicillin-susceptible  S.  aureus)  or 
gentamicin  with  a penicillinase-resistant  penicillin 
(for  penicillin-resistant  S.  aureus)  in  the  treat- 
ment of  staphylococcal  endocarditis.17  He  recom- 
mends penicillin  G (200-400  mg/kg/day)  or  naf- 
cillin (300-400  mg/kg/day)  IV  with  continuous 
infusion  for  four  weeks  after  defervescence  and 
gentamicin  (according  to  the  dose  nomogram  in 
Hoeprich’s  text)  given  IM  every  eight  hours  for 
six  weeks.17 

Sande  and  Johnson  found  gentamicin  plus  peni- 
cillin to  be  synergistic  in  vitro  and  more  effective 
in  eradicating  bacteria  from  cardiac  vegetations 
in  a rabbit  model  of  penicillin-sensitive  S.  aureus 
endocarditis  than  was  penicillin  alone.18  More- 
over, it  has  also  been  reported,  in  in  vitro  studies, 
that  the  bactericidal  effect  of  nafcillin  plus  genta- 
micin is  achieved  more  rapidly  than  with  nafcillin 
alone.19  This  may  be  important  in  a disease  in 
which  the  greatest  mortality  occurs  in  the  first  two 
to  three  weeks  of  antimicrobial  therapy  because 
of  rapid  destruction  of  valvular  tissue. 

Sande  and  Courtney  have  reported  that  com- 
bination therapy  with  gentamicin  and  nafcillin 
produced  no  notable  differences  in  clinical  re- 
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sponse  (fever  curves,  blood  cultures).  In  a rab- 
bit model  of  staphylococcal  endocarditis  this  same 
team  noted  that  gentamicin  therapy  alone  was  in- 
effective against  S.  aureus  because  of  rapid  emer- 
gence of  gentamicin-resistant  dwarf  mutants.  They 
further  postulated  that  the  in  vitro  synergy  is  re- 
lated to  the  fact  that  the  two  drugs  are  active  in 
different  phases  of  metabolic  activity  and  cell 
division — a variation  often  found  in  the  vegeta- 
tions of  staphylococcal  endocarditis.19 

Hammond  et  al20  and  Murray  et  al21  have  re- 
ported cases  of  endocarditis  caused  by  S.  epider- 
midis  and  S.  aureus  which  responded  favorably 
to  the  therapeutic  combination  of  gentamicin  and 
a penicillin  analogue.  Watanakunakom  and  Baird, 
however,  failed  to  note  any  improved  efficacy  of 
this  combination  in  a retrospective  study  of  40 
patients  with  S.  aureus  endocarditis.12  They  con- 
cluded that  “until  a large  prospective  double-blind 
randomized  study  is  conducted,  the  use  of  genta- 
micin in  addition  to  a penicillin  in  the  therapy 
of  S.  aureus  endocarditis  should  be  considered  a 
new  therapeutic  regimen  of  unproved  benefit  over 
the  standard  therapy  with  penicillin  alone.” 

The  cephalosporin  antibiotics,  particularly 
cephalothin  and  cefazolin,  have  demonstrated  in 
vitro  effectiveness  against  staphylococci,  and  are 
often  indicated  in  the  treatment  of  staphylococcal 
endocarditis,  particularly  in  the  patient  with  a 
history  of  penicillin  allergy  not  of  the  immediate 
type.16 

Bryant  and  Alford  have  reported  on  two  cases 
of  staphylococcal  endocarditis  which  failed  to 
respond  to  treatment  with  cefazolin  but  which 
responded  favorably  to  the  use  of  penicillin  con- 
geners.22 They  noted  that  “although  cephalo- 
sporins inhibit  staphylococci  at  clinically  achiev- 
able levels,  bactericidal  serum  levels  are  difficult 
to  achieve.”  Of  the  available  cephalosporins, 
cefazolin  appears  to  be  the  most  susceptible  to 
staphylococcal  beta-lactamase.23’24 

With  these  considerations  in  mind,  Bryant  and 
Alford  have  recommended  dosages  of  8 to  12 
grams/day  of  cefazolin  as  being  necessary  for 
the  treatment  of  staphylococcal  endocarditis.23 
They  also  point  out  that  “cefazolin  should  be 
considered  to  be  contraindicated  in  patients  with 
central  nervous  system  infections.”22 


Kaye  et  al  have,  on  the  other  hand,  stated  that 
these  few  reported  treatment  failures  should  not 
be  given  very  much  credence.13  They  point  out 
that  S.  aureus  endocarditis  is  a difficult  disease 
to  treat  and  that  “there  have  been  failures  of 
therapy  with  both  the  penicillinase-resistant  peni- 
cillins and  cephalosporins.”15  In  a paper  published 
early  in  1978,  Carrizosa,  Santoro,  and  Kaye 
stated  that  “cefazolin,  although  inactivated  in 
vitro  by  S.  aureus  beta-lactamase,  was  as  effective 
as  cephalothin  in  the  treatment  of  left-sided  S. 
aureus  endocarditis  in  rabbits,  and  that  for  methi- 
cillin,  cephalothin,  and  cefazolin,  serum  bacteri- 
cidal activities  . . . were  very  similar.”25  These 
authors  conceded,  however,  that  methicillin  re- 
duced bacterial  titers  in  vegetations  at  a faster 
rate  than  either  of  the  cephalosporins  tested 
(cephalothin  and  cefazolin).23 

Vancomycin  is  an  anti-staphylococcal  agent 
which  has  also  been  used  in  the  treatment  of 
staphylococcal  endocarditis,  especially  in  the  set- 
ting of  a history  of  prior  immediate  or  accelerated 
hypersensitivity  to  a penicillin  agent.16  The 
principal  side  effects  of  this  drug  are  ototoxicity 
and  nephrotoxicity;  nevertheless,  it  is  an  effective 
therapeutic  agent.  Sande  and  Johnson  have  re- 
ported, in  a rabbit  model  of  staphylococcal  endo- 
carditis, that  “vancomycin  killed  bacteria  at  a 
rate  similar  to  that  for  the  combination  of  peni- 
cillin and  gentamicin.”18  Gopal  et  al,  however, 
have  shown  that  a wide  disparity  in  minimal  in- 
hibitory and  minimal  bactericidal  concentrations, 
correlates  with  therapeutic  failure  of  vancomycin 
therapy  in  this  disease.26  This  correlation  between 
lack  of  bactericidal  effect  and  treatment  failure 
emphasizes  the  importance  of  bactericidal  tests 
in  choosing  an  antimicrobial  agent,  such  as  van- 
comycin, for  treatment  of  staphylococcal  endo- 
carditis. 

Clindamycin  has  also  been  used  to  treat  staphy- 
lococcal endocarditis.  While  there  have  been 
reported  cures  from  such  therapy,  most  investi- 
gators feel  that  “the  slow  bactericidal  action  of 
clindamycin,  the  high  relapse  rate,  and  the  de- 
velopment of  bacterial  resistance  all  make  clinda- 
mycin unsuitable  for  the  treatment  of  S.  aureus 
endocarditis.”27  Clindamycin  has  also  been  shown 
to  be  less  effective  than  penicillin  in  a rabbit 
model  of  staphylococcal  endocarditis.18  This 
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relative  ineffectiveness  of  clindamycin  is  probably 
due  in  part  to  its  static  nature  and/or  its  inability 
to  diffuse  well  into  cardiac  vegetations.28 

In  recent  years  rifampin  has  been  studied  as 
a possible  anti-staphylococcal  agent,  both  alone 
and  in  combination  with  penicillins.  Despite  ex- 
perimental and  clinical  evidence  of  rapid  emer- 
gence of  resistant  organisms,18-29  and  experimental 
evidence  of  inferiority  of  the  combination  of  ri- 
fampin and  penicillin  as  opposed  to  therapy  with 
penicillin  alone,18  apparent  clinical  success  with 
rifampin,  especially  as  adjunctive  therapy,  has 
created  a renewed  interest  in  this  drug.29  Further 
investigation  will  be  necessary  to  evaluate  its  role 
in  staphylococcal  endocarditis  management. 

In  evaluating  the  efficacy  of  antimicrobial  ther- 
apy in  endocarditis  patients  with  persistent  staphy- 
lococcal bacteremia,  the  following  recommenda- 
tions have  been  made:  “(1)  Careful  daily  physi- 
cal examination  and  appropriate  roentgenologic 
and  radioisotope  studies  in  an  attempt  to  localize 
abscesses  or  to  recognize  sites  of  intravascular  dis- 
ease. (2)  In  vitro  studies  of  the  etiologic  staphy- 
lococcus for  (a)  antibiotic  tolerance — suggested 
by  wide  dissociation  of  the  minimal  inhibitory 
concentration  at  low  inoculums  and  (b)  methi- 
cillin  resistance — evaluated  by  prolonged  incuba- 
tion at  decreased  temperatures.”16 

Surgical  treatment  of  staphylococcal  endocar- 
ditis consists  largely  of  removing  intravascular 
foci  of  infection  (ie,  foreign  bodies)  and  replace- 
ment of  damaged  valves  in  the  presence  of  severe 
or  intractable  heart  failure.  In  the  case  of  infected 
prosthetic  cardiac  valves,  however,  “prostheses  are 
not  usually  replaced  until  at  least  one  course  of 
intensive  treatment  has  proved  unsuccessful,  be- 
cause 5%  to  10%  of  these  infections  may  be 
cured  with  medical  therapy  alone.”9 

Current  evidence  indicates  that  much  can  be 
done  to  decrease  the  incidence  of  staphylococcal 
bacteremia  and  thereby  reduce  the  incidence  of 
staphylococcal  endocarditis.  Such  measures  as 
antiseptic  care  of  indwelling  IV  catheters  and 
improved  techniques  of  cardiopulmonary  bypass 
may  result  in  a reduction  in  the  number  of  cases 
of  staphylococcal  endocarditis,  a disease  with  a 
significant  mortality. 

( Continued  on  page  91 ) 
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SUITE  13  PROFESSIONAL  BLDG. 
AUGUSTINE  CUT-OFF 
WILMINGTON,  DELAWARE 
(302)  655-4445 


MEDLAB  - PIKE  CREEK 
1 PIKE  CREEK  CENTER 
NEW  LINDEN  HILL  ROAD 
WILMINGTON,  DELAWARE 
(302)  994-5764  (302)  994-7603 


MEDLAB  - FOULK  RD.  NEWARK  MEDICAL  LABORATORY 

1805  FOULK  ROAD  KELWAY  PLAZA,  SUITE  105 

CORNER  FOULK  & SILVERSIDE  RDS.  314  EAST  MAIN  STREET 

WILMINGTON,  DELAWARE  NEWARK,  DELAWARE 

(302)  478-3228  (302)  731-0244 


• surgical  pathology 


• microbiology 


• hematology 


• cytology 


• chemistry 


• serology 


• nuclear  medicine 


Delaware  Medical  Laboratories , Inc.  • (302)  994-5764 


1 PIKE  CREEK  CENTER,  WILMINGTON,  DELAWARE  19808 


PLANNING  FOR  OMEGA 


Allston  J.  Morris,  M.D. 


The  Wilmington  Medical  Center  was  formed 
by  the  merger  of  three  independent  non-profit 
hospitals  in  October  1965  as  a response  to  three 
major  problems: 

1.  Each  of  the  three  hospitals  had  drawn  to 
itself  over  the  years  a cadre  of  supporters  who 
wanted  it  to  be  the  best  in  the  area.  As  medicine 
and  hospital  care  became  more  complex,  par- 
ticularly in  the  late  1950’s  and  early  1960’s,  the 
competition  among  hospitals  resulted  in  costly 
duplication  and  triplication  of  facilities,  services, 
and  equipment. 

2.  As  medicine  became  more  sophisticated  and 
specialized  facilities  and  medical  skills  became 
more  necessary  for  treatment  of  many  illnesses  and 
injuries,  the  relatively  small  size  of  each  hospital 
prevented  provision  of  sophisticated  care  that 
might  be  possible  with  a larger  medical  center. 

3.  The  hospitals  were  having  increasing  dif- 
ficulty attracting  enough  medical  school  graduates 
to  fill  their  intern  and  residency  programs.  More- 
over, relatively  few  practicing  physicians  were 
being  attracted  to  private  practice  in  Delaware 
because  the  state  lacked  the  kind  of  medically 
stimulating  environment  the  best  physicians  seek. 
As  a result,  Delaware  faced  an  impending  short- 
age of  physicians  to  provide  medical  care  for  its 
rapidly  growing  population. 

By  merging  their  three  hospitals  into  one  medi- 
cal center,  trustees  saw  an  opportunity  to  solve 
these  problems.  At  the  same  time,  such  a merger 
offered  opportunity  to  improve  the  quality  of  care 
the  hospitals  could  offer  the  community.  These 
opportunities  were  sufficiently  attractive  to  en- 
courage trustees  of  all  three  institutions — the 
Delaware,  the  Memorial,  and  the  Wilmington 
General  Hospitals — to  set  aside  their  long-standing 

Dr.  Morris  is  Vice  President  for  Medical  Affairs  at  the  Wil- 
mington Medical  Center. 


loyalties  to  the  individual  hospitals  and  work  in- 
stead for  the  development  of  a new  institution. 
Because  all  three  hospitals  were  physically  lo- 
cated in  the  city  of  Wilmington,  and  because  the 
“medical  center”  appellation  favored  none  of  the 
three  historic  hospitals,  the  new  institution  was 
named  The  Wilmington  Medical  Center. 

The  Center’s  Goals 

Four  major  goals  were  set  for  The  Medical 
Center,  all  aimed  at  resolving  the  problems  that 
led  to  its  formation.  All  were  also  aimed  at  im- 
proving the  quality  of  hospital  care  and  maintain- 
ing the  lowest  practical  costs  to  patients.  These 
objectives  were: 

• To  improve  the  medical  education  program 
and  achieve  medical  school  affiliation  to  enhance 
the  quality  of  both  the  educational  program  and 
patient  care: 

•To  create  an  atmosphere  that  would  attract 
high  caliber  physicians  to  Delaware; 

• To  improve  the  cost-  and  medical-effective- 
ness of  the  hospitals  by  consolidating  services  to 
eliminate  duplication  where  possible,  and  by  creat- 
ing one  medical-dental  staff,  one  set  of  clinical 
departments,  and  one  set  of  officers  and  commit- 
tees all  operating  under  one  set  of  by-laws;  and 

• To  broaden  the  scope  of  hospital  services 
offered  the  community. 

The  Medical  Center  has  largely  succeeded  in 
achieving  these  goals.  Since  its  inception  in  1970 
affiliation  with  Jefferson  Medical  College  has  im- 
proved The  Center’s  ability  to  attract  well-quali- 
fied residents  to  its  training  programs.  Whereas 
the  three  hospitals  had  difficulty  attracting  62 
interns  and  residents  in  the  year  of  the  merger, 
The  Center  now  is  able  to  fill  136  medical  and 
dental  residencies.  In  addition,  through  a joint 
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program  involving  The  Medical  Center,  the  Uni- 
versity of  Delaware,  and  Jefferson  Medical  Col- 
lege— and  funded  in  part  by  the  Delaware  legis- 
lature, 20  spaces  in  each  freshman  class  at  Jeffer- 
son are  reserved  for  Delaware  students.  As  part 
of  this  cooperative  venture,  Jefferson  medical 
students — from  40  to  50  at  a time — receive  clinical 
training  at  The  Medical  Center.  One  result  of 
this  growth  in  the  medical  education  program  has 
been  improved  medical  care  for  patients  at  The 
Wilmington  Medical  Center. 

Merger  of  the  three  hospitals  created  one  of  the 
largest  medical  centers  in  the  country  in  terms 
of  beds  and  patient  load.  This  factor,  combined 
with  the  improved  medical  education  program, 
has  helped  bring  many  well-qualified  physicians 
to  Delaware.  In  the  14  years  since  the  merger, 
The  Center’s  medical-dental  staff  has  nearly  dou- 
bled, from  about  350  then  to  about  650  today. 
The  importance  of  this  growth  is  not  limited  to 
numbers.  The  range  of  specialties  represented 
in  The  Medical  Center  staff  has  been  broadened 
significantly  so  that  Delawareans  seldom  need  to 
leave  their  state  for  medical  care  as  was  cus- 
tomary as  recently  as  ten  years  ago. 

Although  the  potential  for  increased  efficiency 
has  been  limited  by  the  fact  that  The  Center  is 
housed  in  three  separate  hospital  buildings,  the 
merger  has  resulted  in  significant  consolidation  of 
staff  and  services.  When  The  Center  was  formed, 
all  tnree  hospitals  offered  such  services  as  sur- 
gery, pediatrics,  obstetrics,  urology,  eye,  ENT, 
emergency,  and  outpatient  clinics.  Today,  sur- 
gery is  limited  to  two  Divisions;  pediatrics  is  con- 
solidated at  the  Delaware;  obstetrics  and  gyne- 
cology are  consolidated  at  the  General;  urology, 
eye  and  ENT  are  at  the  Memorial;  and  emergency 
is  at  the  Delaware.  Clinics  remain  spread  among 
the  three  hospitals,  but  individual  clinic  services 
have  been  consolidated  at  one  or  another  of  the 
three  locations. 

The  improvement  in  the  medical  education  pro- 
gram, the  increased  number  of  highly  qualified 
physicians  locally,  the  increased  range  of  medical 
and  dental  specialties  represented  locally,  and  the 
consolidation  of  services  into  one  large  medical 
center  have  worked  together  to  make  possible  the 
gradual  realization  of  the  fourth  goal  set  for  the 


merger:  a broadened  scope  of  medical  services 
for  the  community.  The  expanded  range  of  ser- 
vices is  most  easily  identified  at  opposite  ends  of 
the  spectrum  of  The  Center’s  activities.  At  one 
end  is  the  gradual  increase  in  tertiary  care  offered 
by  The  Medical  Center;  at  the  other  end  are  the 
clinic  services. 

Though  the  Wilmington  Medical  Center  does 
not  now  have  all  the  services  of  a national  refer- 
ral hospital  and  does  not  contemplate  offering 
such  in  the  foreseeable  future,  The  Center  has  in- 
creased its  tertiary  care  services  as  such  services 
could  be  justified  by  health-  and  cost-effectiveness. 
As  a result,  with  the  exception  of  kidney  trans- 
plant and  open-heart  surgery,  The  Medical  Center 
today  offers  a range  of  treatment  and  diagnostic 
modalities  equal  to  those  found  in  any  university 
teaching  hospital.  One  practical  result  of  this 
advance  into  tertiary  care  services  is  that  Dela- 
ware residents  seldom  have  to  go  to  the  higher 
cost  teaching  hospitals  in  other  states  for  medical 
care.  Another  practical  benefit  has  been  to  make 
this  more  sophisticated  care  available  to  all  Dela- 
wareans— not  just  to  those  who  can  afford  to 
travel  to  out-of-state  hospitals. 

At  the  other  end  of  the  spectrum  of  services, 
The  Medical  Center  today  is  able  to  offer  56 
different  outpatient  specialty  clinics  to  meet  the 
day-to-day  health  care  needs  of  people  who  can- 
not afford  private  physicians.  Most  of  these 
clinics  are  staffed  by  residents  under  the  direct 
supervision  of  private  practicing  physicians.  In 
the  fiscal  year  that  ended  last  June  30,  these  56 
clinics  served  23,740  patients  and  recorded  just 
over  58,000  patient  visits.  In  addition,  The  Cen- 
ter’s drug  abuse  clinic  recorded  just  over  24,000 
patient  visits. 

New  Challenges 

Today,  having  largely  resolved  the  problems 
that  led  to  its  formation,  The  Medical  Center  faces 
new  challenges.  The  way  these  challenges  are 
resolved  will  directly  affect  The  Center’s  ability  to 
continue  providing  the  range  and  high  quality  of 
services  it  now  offers.  It  will  also  affect  the  costs 
of  hospital  care  in  Delaware. 

These  new  problems  stem  principally  from  six 
sources: 


94 


Del  Med  Jrl,  Feb  1980 — Vol  52,  No  2 


Planning  for  Omega — Morris 


• The  age  and  physical  condition  of  The  Cen- 
ter’s three  acute  care  hospital  buildings; 

• New  hospital  building  codes  resulting  from 
improved  fire  and  safety  technology  in  design  and 
equipment; 

• The  increased  public  perception  of  the  need 
to  ensure  equality  of  hospital  care  and  equality 
of  access  to  care  for  all  patients; 

• Certified  need  for  a hospital  outside  of  the 
city  of  Wilmington  to  serve  the  increased  popu- 
lation south  and  southwest  of  the  city; 

• A high  level  of  expectation  for  hospital  ser- 
vices, particularly  among  Wilmington  residents, 
resulting  from  the  success  The  Medical  Center 
has  had  in  meeting  the  community’s  hospital 
needs;  and 

• The  absolute  need  to  keep  costs  of  hospital 
care  at  the  lowest  possible  level. 

As  one  might  expect,  no  one  of  these  factors 
can  be  considered  in  isolation.  Each  has  rami- 
fications for  the  other,  and  any  plans  developed 
for  the  future  of  The  Medical  Center  must  take  all 
of  them  into  consideration. 

Age  of  hospital  buildings.  Although  all  three 
of  The  Center’s  acute  care  hospitals  have  con- 
structed additions  over  the  years,  the  original  por- 
tions of  each  building  date  back  more  than  50 
years.  Many  “additions”  are  30  years  old  or 
more.  Since  these  were  constructed,  the  concept 
of  what  a hospital  is,  the  functions  these  hospitals 
are  expected  to  fill,  and  the  technology  of  patient 
care  have  all  changed  greatly.  In  addition,  al- 
though these  buildings  met  all  regulatory  require- 
ments when  they  were  constructed,  hospital  fire, 
safety,  and  accommodations  codes  have  changed 
greatly,  particularly  in  recent  years.  The  prac- 
tical result  is  that  all  three  hospital  buildings  are 
outdated,  in  need  of  extensive  upgrading,  and 
stressed  to  serve  their  present  purposes,  and  fail 
to  meet  modern  hospital  code  requirements.  They 
also  suffer  from  a variety  of  inefficiencies  of  op- 
eration. 

Hospital  codes  and  standards.  Today,  hospital 
codes  are  established  and  enforced  by  a variety 
of  agencies,  including  the  US  Public  Health  Ser- 
vice; the  Department  of  Health,  Education  and 


Welfare;  the  National  Fire  Protection  Associa- 
tion; Building  Officials  and  Code  Administrators 
International;  the  Social  Security  Administration; 
and  the  Joint  Commission  on  Accreditation  of 
Hospitals.  The  continuing  failure  of  The  Medi- 
cal Center  to  comply  with  applicable  codes  and 
standards  established  by  these  organizations  jeop- 
ardizes accreditation  for  its  hospitals,  continued 
approval  of  its  medical  and  dental  residency  pro- 
grams, and  continued  reimbursement  to  The  Cen- 
ter for  Medicare  and  Medicaid  patient  services. 
Examples  of  areas  in  which  The  Center’s  three 
hospitals  do  not  now  meet  various  requirements 
of  these  organizations,  in  addition  to  those  men- 
tioned above,  include  the  following: 

a)  Examination  rooms  for  clinic  patients  are 
too  small  and  lack  privacy. 

b)  The  buildings  do  not  meet  requirements  for 
smoke  doors,  elimination  of  dead-end  corridors, 
fireproofed  steel  roof  members,  and  elimination  of 
doors  that  swing  into  corridors. 

c)  Many  doors  are  too  small  to  permit  evacu- 
ation of  patients  in  their  beds. 

d)  Many  corridors  are  too  narrow  to  permit 
passage  of  two  patient  beds  at  once. 

e)  The  buildings  do  not  meet  requirements  for 
sprinkler  systems  in  certain  areas  and  fire  emer- 
gency ventilating  systems. 

f)  The  buildings  do  not  meet  requirements  for 
infectious  disease  isolation  rooms  and  for  inciner- 
ation capacity  for  destruction  of  infectious  wastes. 

g)  The  buildings  do  not  meet  requirements  for 
use  of  safety  glass  in  doors  and  windows,  self- 
closing fire  and  smoke  doors,  two  exits  from  all 
areas,  and  an  integrated  fire  alarm  and  fire  pro- 
tection system. 

Equality  of  care  and  access.  For  many  years, 
hospitals  operated  with  private,  semi-private,  and 
ward  accommodations.  Today,  except  for  intensive 
care,  wards  are  no  longer  acceptable  under  mod- 
ern hospital  accommodations  codes,  which  call  for 
a maximum  of  four  patients  to  a room  and,  pre- 
ferably, no  more  than  two.  In  addition,  whereas 
hospitals  formerly  used  central  lavatories  to  pro- 
vide toilet  facilities  for  many  patients,  modem 
hospital  codes  require  a toilet  in  each  patient 
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room.  Moreover,  while  hospitals  have  long  been 
accustomed  to  handling  patients  who  may  use  a 
wheelchair  temporarily,  codes  today  require  equal- 
ity of  access  and  facilities  for  handicapped  per- 
sons— inpatients,  outpatients,  and  visitors — who 
are  confined  to  a wheelchair.  As  a result,  modem 
hospital  codes  include  requirements  for  access 
ramps  to  hospital  buildings,  in-hospital  ramps, 
wheelchair  access  to  toilets  and  elevator  controls, 
and  doors  usable  by  persons  in  wheelchairs.  Be- 
cause of  their  ages,  The  Center’s  present  hospital 
buildings  still  operate  some  small  wards;  many 
rooms  do  not  have  toilet  facilities;  and  access  for 
handicapped  persons  is  inadequate. 

Southwest  hospital  needed.  Growth  of  suburbs 
south  and  southwest  of  Wilmington  over  the  past 
15  years  has  resulted  in  the  need  for  a hospital  in 
the  Stanton-to-Newark  corridor.  This  need  for 
a 400-600  bed  hospital  has  been  certified  by  Del- 
aware’s health  planning  authorities.  Because  the 
need  exists,  it  is  predictable  that  a hospital  will 
be  built;  however,  the  question  can  be  asked: 
Who  should  build  that  hospital — The  Medical 
Center  or  another  organization? 

Medical  Center  trustees  have  argued  persua- 
sively that  Delawareans  will  benefit  from  lower 
costs  and  higher  quality  hospital  care  if  that  sub- 
urban hospital  is  built  by  The  Medical  Center. 
There  are  several  reasons.  For  example,  if  an- 
other organization  were  to  build  that  new  hos- 
pital, The  Medical  Center  would  suffer  an  im- 
portant loss  of  patients  as  the  new  hospital  skim- 
med the  less  complex  (and  therefore  more  profit- 
able) hospital  patients  from  that  large  population 
area.  Because  95  percent  of  The  Medical  Cen- 
ter’s revenues  come  from  fees  for  services  to  pa- 
tients,* the  loss  of  any  significant  part  of  its  base 
of  paying  patients  to  a suburban  hospital  would 
mean  that  either  costs  of  services  The  Center  now 
provides  would  have  to  be  spread  across  a smaller 
base,  or  The  Center’s  operations  would  have  to  be 
subsidized  by  another  source.  Assuming  such  a 
subsidy  were  not  available,  the  result  would  be 
higher  patient  charges  for  hospital  services  at  The 
Medical  Center. 

Of  equal  concern  is  the  potential  for  develop- 
ment of  separate  health  care  services  for  the  sub- 

*Contributions  and  endowment  income  make  up  the  remainder  of 
The  Center’s  revenues. 


urbs  and  city  if  another  organization  builds  a 
small  hospital  in  the  suburbs.  Insofar  as  state 
health  planning  authorities  have  already  certified 
the  need  for  400-600  beds  in  the  southwest  sub- 
urbs, the  likelihood  is  that  any  small  suburban 
hospital  would  be  allowed  to  expand  to  meet  the 
demand  for  its  services.  This  would  result  in  a 
corresponding  decrease  in  The  Medical  Center’s 
patient  load  and  lead  to  a situation  whereby  The 
Center  served  mainly  the  poor,  the  elderly,  and  the 
critically  ill  while  the  suburban  hospital  served 
mainly  the  more  affluent  and  less  seriously  ill  pa- 
tients. It  would  also  seriously  undermine  The 
Center’s  medical  education  program.  It  is  a pat- 
tern that  has  developed  in  a number  of  urban 
communities  already. 

High  level  of  expectation  for  service.  Over  the 
years,  the  three  hospitals  that  merged  to  form 
The  Medical  Center  and,  subsequently,  The  Medi- 
cal Center  itself  have  served  the  needs  of  Dela- 
ware well.  Nowhere  has  The  Center  been  more 
successful,  however,  than  in  meeting  the  needs 
of  residents  of  the  city  of  Wilmington,  both  in 
convenience  of  service  and  the  scope  and  quality 
of  inpatient,  outpatient,  and  clinic  services  offered. 
As  a result,  Wilmington  residents  expect  continu- 
ation of  the  same  high  level  of  service  and  con- 
venience they  know  today.  At  the  same  time, 
suburban  residents  also  have  come  to  expect  a 
high  level  and  quality  of  hospital  service  and  to- 
day demand  more  convenient  access  to  that  ser- 
vice as  well.  The  two  sets  of  expectations  have 
formed  a challenge  to  The  Center  in  its  efforts 
to  plan  for  the  future. 

Costs.  At  a time  of  strong  public  pressure  to 
halt  the  rapid  increase  in  costs  of  hospital  care, 
The  Medical  Center  is  confronted  with  a need  for 
major  capital  expenditures  to  renovate  and  mod- 
ernize some  or  all  of  its  existing  hospital  facilities 
and  to  build  a new  hospital  south  of  Wilmington. 
The  most  probable  sources  of  funds  for  such  a 
building  program  are  private  contributions  and 
the  sale  of  construction  bonds.  On  the  longer 
term,  payment  for  the  construction  bonds  will 
have  to  come  from  patient  charges.  The  increase 
in  patient  charges  for  repayment  of  the  construc- 
tion bonds  can  be  offset  to  a greater  or  lesser 
degree,  however,  by  operating  cost  savings  result- 
ing from  the  modernization  program.  For  this 
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reason,  construction  costs  of  any  plan  to  upgrade 
The  Center’s  hospital  facilities  must  be  considered 
in  tandem  with  projected  operating  costs. 

New  Opportunities 

A review  of  the  above  factors  not  only  helps 
explain  today’s  situation;  but  it  also  helps  define 
the  opportunities  for  tomorrow.  For  example, 
the  need  to  build  a hospital  in  the  suburbs  near 
the  Christiana  Mall  exit  of  Interstate  95  offers  op- 
portunity to  provide  another  Class  I emergency 
room  facility  with  complete  inpatient  hospital 
backup.  In  addition,  the  extensive  nature  and 
high  cost  of  the  renovations  needed  to  bring  The 
Center’s  hospitals — particularly  the  General  and 
the  Memorial  Divisions — into  compliance  with 
modern  hospital  codes  offer  opportunity  to  re- 
place some  of  the  old  facilities.  There  are  several 
implications  to  this.  Replacing  outmoded  facili- 
ties make  it  possible:  1)  to  improve  the  quality 
of  care  by  further  consolidation  of  services;  2) 
to  reduce  operating  costs  through  increased  ef- 
ficiency offered  by  modern  design;  3)  to  increase 
the  effectiveness  of  the  medical  education  pro- 
gram as  a magnet  to  attract  top  quality  residents 
and  practicing  physicians;  and  4)  to  consolidate 
most  clinic  services  at  one  location  in  the  city, 
increasing  their  medical  efficiency  and  their  con- 
venience to  patients. 

Most  of  these  opportunities  have  direct  impli- 
cations for  all  of  Delaware.  With  two  separate 
Class  I emergency  rooms  with  complete  hospital 
backup  and  helipads,  one  in  the  city  and  the  other 
just  off  1-95  near  the  Christiana  Mall,  there  will 
be  improved  access  to  The  Medical  Center’s  emer- 
gency room  facilities  for  Delawareans  living  south- 
west and  south  of  Wilmington  and  the  same  access 
as  now  for  residents  of  the  city  and  of  the  north- 
ern and  western  suburbs.  There  will  also  be  less 
crowding  of  emergency  facilities  in  the  city  of 
Wilmington,  and  a doubling  of  present  emergency 
room  capacity. 

To  the  extent  that  the  quality  of  care  at  The 
Medical  Center  can  be  enhanced  by  further  con- 
solidation of  services  and  by  modern  hospital  de- 
sign, patients  from  Delaware  and  the  surrounding 
states  who  are  referred  to  The  Medical  Center  for 
treatment  will  be  better  served.  To  the  extent  also 
that  The  Medical  Center  is  able  to  increase  its  ef- 


fectiveness as  a magnet  to  attract  qualified  phy- 
sicians to  the  state,  all  of  Delaware  will  be  better 
served.  And,  to  the  extent  that  The  Center  is  able 
to  offset  the  costs  of  constructing  modern  hospital 
facilities  with  savings  in  operating  costs  achieved 
through  greater  efficiency,  all  of  Delaware  will 
benefit  over  the  long  term. 

With  these  opportunities  in  mind,  The  Medical 
Center  has  developed  plans  for  the  future.  Some 
40  alternative  proposals  were  considered,  but  the 
major  focus  fell  upon  four:  1)  Renovate  the 
three  existing  city  hospitals  and  build  a small 
hospital  in  the  suburbs.  2)  Build  a mid-sized  hos- 
pital in  the  suburbs  and  expand  the  Delaware 
Division  to  a mid-sized  hospital  so  that  the  total 
facilities  are  divided  about  equally  between  city 
and  county.*  3)  Build  a new  small  hospital  in  the 
suburbs  and  expand  the  Delaware  Division  into 
a large  hospital  to  consolidate  medical  services  to 
a major  extent,  and  4)  Renovate  the  Delaware 
Division  into  a smaller  hospital  and  build  a large 
new  hospital  in  the  suburbs  to  consolidate  medical 
services  to  a major  extent. 

The  impact  of  each  alternative  on  the  quality 
and  cost  of  medical  care  was  identified  as  follows: 

1.  Renovate  existing  hospitals  and  add  a new 
one  in  the  suburbs. 

• Lowest  in  construction  and  equipment  costs 
— about  $58  million  in  1976  dollars. 

• Highest  operating  costs,  offsetting  any  long- 
term savings  from  lower  construction  costs. 

• Quality  of  care  jeopardized  most  because  of 
further  fragmentation  of  medical  services. 

• Lowest  adaptability  to  changing  hospital 
care  technology  because  of  ages  of  the  city  hos- 
pitals. 

• Problems  posed  for  delivery  of  tertiary  care 
and  for  the  medical  education  program  because 
of  fragmentation  of  medical  services. 

2.  Have  two  mid-size  hospitals — one  in  the  city, 
one  in  the  suburbs. 

• Second  highest  in  construction  and  equip- 
ment costs — about  $79  million  in  1976  dollars. 

*A  variation  of  this  alternative  would  have  left  two  smaller  hos- 
pitals in  the  city. 
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• Next  to  highest  in  operating  costs. 

• Opposed  by  the  medical  staff  because  it 
would  split  their  numbers  down  the  middle  and 
have  negative  impact  on  both  quality  of  care  and 
the  medical  education  program. 

• Strong  potential  for  problems  of  racial  im- 
balance between  the  two  hospitals. 

3.  Build  a small  hospital  in  the  suburbs,  and 
expand  the  Delaware  into  a large  hospital  in  the 
city. 

• Highest  in  construction  and  equipment  costs 
— more  than  $100  million  in  1976  dollars — be- 
cause of  the  difficulty  of  integrating  new  facilities 
into  the  old  at  the  Delaware  Division  while  con- 
tinuing to  operate  the  hospital. 

• Significant  savings  in  operating  costs  because 
of  consolidation  of  services. 

• Poor  distribution  of  hospital  beds  in  the 
county. 

• Improved  medical  care  from  major  consoli- 
dation of  services. 

4.  Renovate  the  Delaware  into  a smaller  hos- 
pital in  the  city;  build  a large  hospital  in  the  sub- 
urbs. 

• Next  to  the  lowest  in  construction  and  equip- 
ment costs — about  $75  million  in  1976  dollars. 

• Lowest  operating  costs  of  all  plans. 

• Expanded  shuttle  service  between  hospitals 
required. 

• Improved  medical  care  from  major  consoli- 
dation of  services. 

• Best  balance  provided  between  the  location 
of  services  and  the  medical  needs  of  patients. 

The  first  option  was  rejected  because  it  would 
not  improve  medical  care  and  would  create  new 
problems  for  maintaining  the  present  level  of 
care.  The  second  was  rejected  because  it  would 
divide  the  medical  staff,  posed  problems  of  racial 
imbalance,  and  would  have  negative  impact  on 
both  the  quality  of  care  and  the  medical  educa- 
tion program.  The  third  option  was  rejected 
principally  for  two  reasons:  the  high  cost  of  con- 


struction to  put  the  large  hospital  in  the  city  and 
the  inadequate  distribution  of  hospital  beds  in 
the  county.  The  concern  is  that  the  same  circum- 
stances that  would  lead  to  expansion  of  any  other 
small  hospital  in  the  suburbs  would  also  soon  lead 
to  expansion  of  a small  suburban  division  of  The 
Medical  Center,  with  eventual  underutilization  of 
the  large  city  hospital  and  a division  between 
medical  services  for  the  city  and  suburbs. 

The  fourth  alternative,  in  contrast,  offered  the 
lowest  long-term  cost  to  patients  and  all  of  the 
advantages  sought  in  terms  of  medical  care,  medi- 
cal education,  and  flexibility  for  the  future.  Equally 
important,  it  was  felt  that  building  the  larger  hos- 
pital in  the  suburbs  at  the  outset  would  preempt 
any  pressures  for  expansion  and  enable  The  Medi- 
cal Center  to  ensure  preservation  of  the  hospital 
in  the  city — the  Delaware  Division — as  an  attrac- 
tive, first  class  250-bed  general  hospital.  This 
improved  Delaware  Division  would  be  able  to 
serve  the  usual  medical  needs  of  residents  of 
Wilmington  and  the  northern  suburbs.  It  would 
have  a normal  complement  of  medical  and  sur- 
gical inpatient  services,  adult  and  pediatric  in- 
tensive care  facilities,  a Class  I emergency  room, 
and  consolidated  clinic  services.  Tertiary  care 
would  be  available  for  patients  needing  it. 

The  suburban  hospital,  with  780  beds,  would 
be  constructed  on  a 203-acre  site  across  1-95 
from  Christiana  Mall.  It  would  consolidate  for 
the  first  time  The  Center’s  obstetrics  and  pedi- 
atrics services  and  most  of  the  other  medical 
services  as  well,  providing  better  opportunity  for 
interaction  among  the  different  specialties.  The 
suburban  hospital  also  would  be  designed,  equip- 
ped, and  staffed  to  continue  offering  tertiary  care 
for  those  illnesses  and  injuries  in  which  such  local 
care  can  be  justified  in  terms  of  health-  and  cost- 
effectiveness.  Patients  would  be  transferred  from 
one  hospital  to  another  as  needed.  In  addition, 
the  racial  balance  between  the  two  hospitals  would 
be  protected  by  an  agreement  between  The  Medi- 
cal Center  and  the  US  Department  of  Health, 
Education  and  Welfare. 

The  modernization  plan  selected  by  The  Cen- 
ter came  to  be  known  as  Plan  Omega,  and  it — 
as  well  as  the  alternatives — was  closely  studied 
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...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl* 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  1 0 minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 
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♦This  drug  has  been  classified  "probably"  effective  in  treating 
functional  bowel/irritable  bowel  syndrome. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer. 

IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION. 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders); and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  takingrhis  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  autonomic  neuropathy;  hepatic  or  renal 
disease;  ulcerative  colitis— Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon;  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease.  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate.  With  overdosage,  a curare-like  action  may 
occur.  ADVERSE  REACTIONS:  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response.  The  physician 
must  delineate  these.  Adverse  reactions  may  include  xerostomia; 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia; 
palpitations;  mydriasis;  cycloplegia;  increased  ocular  tension; 
loss  of  taste;  headache;  nervousness;  drowsiness;  weakness; 
dizziness;  insomnia;  nausea;  vomiting;  impotence;  suppression  of 
lactation;  constipation;  bloated  feeling;  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis;  urticaria  and  other 
dermal  manifestations;  some  degiee  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons;  and  decreased  sweat- 
ing. With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient’s 
needs. 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Adults.  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children : 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily  Infants:  'k 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults:  1 tablet  three  or  four 
times  daily.  Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine'  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1976 


and  approved  by  a variety  of  local,  county,  state 
and  Federal  authorities.  They  include  the  Dela- 
ware Health  Council;  the  New  Castle  County 
Planning  Board,  Planning  Department,  and  Coun- 
ty Council;  the  Delaware  Statewide  Health  Co- 
ordinating Council  and  the  State’s  Bureau  of 
Health  Planning  and  Resources  Development;  and 
both  HEW  and  the  HEW  Office  of  Civil  Rights. 
The  plan  also  was  voted  on  by  The  Medical 
Center’s  medical-dental  staff  and  approved  by 
two-thirds  of  those  voting. 

The  plan,  however,  also  became  the  subject 
of  a court  challenge  by  Wilmington  United  Neigh- 
borhoods, the  City  of  Wilmington,  and  others. 
Plaintiffs  in  the  case  have  argued  essentially  that 
the  plans  to  close  the  Memorial  and  the  General 
Divisions,  to  reduce  the  bed  capacity  of  the  Del- 
aware Division,  and  to  build  a large  new  hospital 
in  the  suburbs  will  have  discriminatory  impact 
on  the  availability  of  medical  care.  The  case 
was  heard  late  last  year  in  the  US  District  Court 
in  Wilmington.  A decision  from  that  Court  is 
expected  by  mid-March. 

As  a result  of  the  court  challenge,  nearly  four 
years  have  passed  since  this  modernization  plan 
was  developed.  In  that  time,  projected  costs  of 
construction  have  risen  dramatically,  and  ques- 
tion has  been  raised  as  to  the  continued  validity 
of  the  reasoning  that  led  to  the  so-called  Plan 
Omega.  The  administration  and  trustees  of  The 
Medical  Center  have  continued  their  evaluation 
of  various  alternatives  open  to  The  Center.  They 
have  reaffirmed  their  judgment  that  if  The  Cen- 
ter is  to  continue  as  a major  referral  hospital  for 
Delaware  and  the  surrounding  areas,  if  it  is  to 
continue  serving  through  its  clinic  services  as  the 
local  physician  for  city  and  suburban  residents 
who  cannot  afford  a private  physician,  and  if  it  is 
to  continue  to  attract  well-qualified  physicians  to 
Delaware,  the  decision  of  four  years  ago  remains 
valid  today. 

When  one  considers  that  The  Center  developed 
its  modernization  program  to  serve  community 
needs  on  into  the  21st  century — now  only  20  years 
away — it  should  not  be  surprising  that  these  plans 
remain  valid.  Until  the  US  District  Court  de- 
cision in  the  current  lawsuit  is  handed  down, 
however,  all  plans  are  being  held  in  abeyance. 
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HIRSUTISM:  EVALUATION  AND  THERAPY 


John  Y.  Tsou,  M.D. 
Leslie  I.  Rose,  M.D. 


Introduction 

Hirsutism  is  a widespread  problem  in  the  United 
States.  Most  women  dislike  the  cosmetic  annoy- 
ance which  accompanies  hirsutism  and  will  seek 
out  the  physician  for  a solution  to  their  problem. 
For  many  women  the  cause  of  the  hirsutism,  ie, 
idiopathic  hirsutism,  is  unknown,  and  for  these 
women  electrolysis  is  a reasonable  solution  to 
their  problem.  Many  women  have  hirsutism  as 
a sign  of  a hormonal  disorder,  however,  and  it  is 
the  responsibility  of  the  physician  to  evaluate 
these  women  and  institute  therapy.  In  this  paper 
we  will  discuss  our  clinical  approach  to  the  evalu- 
ation and  therapy  of  hirsutism,  an  approach  which 
has  developed  from  our  research  interests.1*5 

Definition  of  Hirsutism 

In  order,  to  evaluate  hirsutism  and  to  separate 
the  hirsute  women  with  a potential  hormonal  ab- 
normality from  those  with  medically  insignificant 
increases  in  hair,  we  must  first  define  hirsutism, 
bearing  in  mind  that  there  is  no  uniform  definition 
of  hirsutism  and  that  our  definition  is  not  uni- 
versally accepted.  We  define  hirsutism  as  the 
profuse  growth  of  terminal  hair  on  the  chin  and/or 
mustache  area.  The  linea  alba  and  sternum  are 
also  locations  of  androgen  induced  hair  growth. 
Terminal  hair  is  thick  hair,  as  contrasted  to  vellus 
hair,  which  is  fine  hair.  Our  definition  does  not 

Dr.  Tsou  is  Fellow,  Division  of  Endocrinology  and  Metabolism 
at  the  Hahnemann  Medical  College  and  Hospital  of  Philadelphia. 

Dr.  Rose  is  Professor  of  Medicine  and  Director,  Division  of 
Endocrinology  and  Metabolism  at  the  Hahnemann  Medical  College 
and  Hospital  of  Philadelpha. 

This  paper  was  adapted  from  a presentation  made  to  the  Wil- 
mington Medical  Center,  Endocrinology  Conference. 


include  increases  in  sideburn  hair,  for  it  is  our  ex- 
perience that  increased  sideburn  hair  is  frequently 
found  in  women  with  a Mediterranean  Basin 
background  and  is  genetic  in  etiology.  Isolated 
periareolar  hair  has  also  not  proved  to  be  hor- 
monally significant  in  our  experience. 

Hirsutism  is  not  synonymous  with  virilism. 
Virilism  consists  of  hirsutism,  enlargement  of  the 
clitoris,  atrophy  of  the  breasts,  male  pattern  bald- 
ness of  the  scalp,  and  the  development  of  male 
pattern  musculature.  The  clinical  evaluation  of 
the  virilized  female  differs  from  that  of  the  hirsute 
female  and  will  not  be  discussed  in  this  paper. 

Evaluation 

When  a patient  comes  to  the  physician  with  the 
chief  complaint  of  hirsutism,  a complete  history 
and  physical  examination  including  a pelvic  ex- 
amination must  be  performed.  The  physician 
should  inquire  about  the  onset  of  the  hair  growth, 
location  of  the  hair,  depilatory  methods  used, 
and  the  natural  history  of  the  hair,  ie,  whether  it 
is  getting  heavier,  more  extensive,  etc. 

A detailed  menstrual  history  must  be  obtained; 
many  women  with  hirsutism  have  menstrual  ir- 
regularities. A perfectly  normal  menstrual  his- 
tory strongly  argues  against  ovarian  disorders  as 
being  etiologic  in  causing  the  hirsutism. 

Acne  vulgaris  is  an  androgen  dependent  dis- 
order, and  a history  of  acne  is  frequently  found 
accompanying  hirsutism. 

Medications  that  can  cause  hirsutism  are  too 
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numerous  to  list  completely.  Prominent  examples 
are  diphenylhydantoin  and  phenothiazines;  others 
are  ethosuximide  (Zarontin — Parke-Davis),  spiro- 
nolactone (Aldactone — Searle),  and  oral  contra- 
ceptives. Therefore,  a drug  history  is  important; 
any  medication  that  the  patient  is  taking  should  be 
checked  in  the  literature  to  rule  it  out  as  a cause 
of  hirsutism.  Patients  should  be  questioned  as  to 
symptomatology  of  hyperthyroidism,  which  is  also 
a cause  of  hirsutism;  hypothyroidism  in  the  adult 
is  not.  (Table  1 ) 

A complete  physical  examination  should  be 
performed  by  the  physician.  Although  the  pa- 
tient may  complain  of  hypertrichosis,  it  is  the  re- 
sponsibility of  the  physician  to  make  the  judge- 
ment that  medically  significant  hirsutism  is  present 
before  an  endocrine  evaluation  is  considered.  In 
many  patients,  simply  looking  at  the  face  confirms 
the  presence  of  significant  hirsutism.  In  others, 
the  physician  may  not  be  sure  that  the  facial 
hirsutism  is  significant  enough  to  merit  an  endo- 
crinologic  evaluation.  To  help  us  answer  this 
question  in  borderline  facial  hirsutism  patients 
we  use  the  following  guidelines,  which,  if  positive, 
indicate  the  necessity  for  laboratory  investigation: 

1.  Equivocal  facial  hair  associated  with  men- 
strual irregularities 

2.  Profuse  terminal  hair  over  the  sternum  and/ 
or  linea  alba  in  the  presence  of  equivocal 
facial  hair 

TABLE  1 

THE  CAUSES  OF  HIRSUTISM 
Medications 

Adrenal  cortex  dysfunctions 

a)  hyperplasia,  adenoma,  or  carcinoma,  ie, 
Cushing’s  syndrome 

b)  congenital  adrenal  hyperplasia 

c)  partial  adrenocortical  hydroxylase  deficiency 
syndrome 

Ovary 

a)  polycystic  ovarian  syndrome  (PCO) 

b)  tumors  producing  androgens 

Others:  hyperthyroidism,  acromegaly 

Idiopathic 


3.  Equivocal  facial  hair  associated  with  acne 

//  the  patient  has  significant  facial  hair  and  no 
other  abnormalities,  she  should  be  hormonally 
evaluated. 

An  effort  should  be  made  to  discontinue  all 
medications  while  the  patient  is  undergoing  endo- 
crine testing,  as  many  compounds,  including  vita- 
mins, will  interfere  with  the  evaluation. 

In  the  endocrine  workup  of  our  patients,  we 
obtain  thyroid  function  studies,  and  also  serum 
luteinizing  hormone  (LH).  Most  patients  with 
hirsutism  have  normal  or  slightly  elevated  testos- 
terone levels;  we  also  determine  androstenedione 
level  since  very  high  levels  of  these  two  hormones 
strongly  indicate  the  possibility  of  ovarian  or  ad- 
renocortical neoplasms. 

An  outpatient  baseline  24-hour  urine  collection 
is  done  for  determinations  of  creatinine,  17-hy- 
droxycorticosteroids,  17-ketosteroids,  pregnane- 
triol,  and  tetrahydro-1 1-deoxycortisol  (tetrahydro- 
S).  Many  hirsute  women  will  show  a slight  ele- 
vation of  their  urinary  17-ketosteroids  even  when 
no  other  abnormalities  are  found.  Markedly  ele- 
vated 17-ketosteroids,  however,  strongly  suggest 
an  androgen  secreting  adrenocortical  neoplasm. 
Normal  values  for  baseline  pregnanetriol  and 
tetrahydro  S are  less  than  1 mg/24hr;  elevations 
suggest  a 21 -hydroxylase  deficiency  or  an  11 -hy- 
droxylase deficiency  respectively.  Congenital  ad- 
renal hyperplasia  is  generally  encountered  in  the 
pediatric  age  group,  however,  and  baseline  urinary 
steroid  studies  in  hirsute  adult  women  are  there- 
fore rarely  diagnostic.  With  normal  baseline 
urinary  steroid  studies,  additional  testing  follow- 
ing ACTH  stimulation  is  required. 

The  patient  then  is  subjected  to  an  outpatient 
standard  2 mg  dexamethasone  suppression  test 
to  rule  out  Cushing’s  syndrome.  Dexamethasone 
0.5  mg  is  given  orally  every  six  hours  for  a total 
of  48  hours,  and  two  consecutive  24-hour  urines 
are  collected  and  assayed  for  creatinine,  17-hy- 
droxycorticosteroids,  and  17-ketosteroids.  Cush- 
ing’s syndrome  is  ruled  out  if  the  24-hour  urinary 
excretion  of  17-hydroxycorticosteroids  is  sup- 
pressed to  3.5  mg  or  less.  If  the  2 mg  dexa- 
methasone suppression  test  is  abnormal,  the  pa- 
tient should  be  admitted  to  the  hospital  for  evalu- 
ation of  Cushing’s  syndrome. 
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If  the  studies  discussed  above  are  not  diagnostic 
and  the  2 mg  dexamethasone  suppression  test  is 
normal,  the  patient  is  then  admitted  to  the  hos- 
pital for  a 24-hour  ACTH  (given  as  Cortrosyn) 
infusion  to  determine  if  she  has  the  partial  adreno- 
cortical hydroxylase  deficiency  syndrome.  This  is 
a recently  described  syndrome  whereby  partial 
adrenocortical  enzyme  deficiencies  of  11  or  21 
hydroxylation  may  appear  in  the  adult  female, 
with  hirsutism  and/or  acne  as  the  only  clinical 
finding.  Menstrual  irregularities  may  be  a part  of 
this  syndrome.  This  syndrome  can  only  be  de- 
lineated with  a 24-hour  ACTH  infusion  with 
measurements  of  24-hour  urinary  pregnanetriol 
and  tetrahydro  S. 

Cortrosyn  50  U is  infused  continuously  over 
24  hours,  usually  given  as  25  U in  500  cc  normal 
saline  over  two  consecutive  12-hour  periods.  A 
24-hour  urine  is  collected  simultaneously  with  the 
infusion,  which  is  assayed  for  creatinine,  1 7-keto- 


steroids,  17-hydroxycorticosteroids,  tetrahydro  S, 
and  pregnanetriol.  Urinary  tetrahydro  S eleva- 
tion implies  a partial  11 -hydroxylase  deficiency 
whereas  pregnanetriol  elevation  implies  a partial 
21 -hydroxylase  deficiency.  In  some  patients  with 
partial  1 1 -hydroxylase  deficiencies  both  tetrahy- 
dro S and  pregnanetriol  may  be  elevated.  Basal 
24-hour  urinary  measurements  of  tetrahydro  S and 
pregnanetriol  in  adult  hirsute  women  usually  show 
3.3  mg,  and  tetrahydro  S is  less  than  4.6  mg. 
Elevations  of  both  may  occur  because  in  some 
patients  with  partial  1 1 -hydroxylase  deficiency, 
the  partial  enzyme  defect  may  be  severe  enough 
to  cause  a “spill  over”  effect  onto  the  previous 
enzymatic  step,  ie,  the  21 -hydroxylation,  thereby 
causing  an  elevation  also  of  pregnanetriol.  (Figure 
1) 

Therapy 

In  approximately  30  percent  of  women  with 
hirsutism,  no  definite  etiology  of  the  hirsutism 
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can  be  determined;  these  women  are  classified  as 
having  idiopathic  hirsutism.  The  diagnosis  should 
be  discussed  with  the  patient  and  a decision  made 
with  the  patient  as  to  whether  or  not  prednisone 
therapy  should  be  tried  empirically. 

If  medication  is  the  cause  of  the  hirsutism,  the 
drug  should  be  discontinued  if  possible  or  substi- 
tution made  with  other  equivalent  and  acceptable 
medications.  Similarly,  if  the  diagnosis  of  hy- 
perthyroidism, acromegaly,  ovarian  or  adreno- 
cortical neoplasm  is  made,  appropriate  therapy 
should  then  be  instituted. 

If  the  diagnosis  of  either  a partial  11  or  21  hy- 
droxylase deficiency  is  made,  prednisone  5 mg 
orally  twice  a day  is  prescribed.  This  relatively 
little  difference  from  the  results  obtained  in  norma] 
nonhirsute  women.  It  is  only  by  constantly 
stressing  the  adrenal  cortex  for  24  hours  with 
ACTH  that  significant  differences  can  be  detected 
between  hirsute  and  normal  nonhirsute  women. 
In  response  to  the  24  hour  ACTH  infusion,  nor- 
mal 24  hour  urinary  pregnanetriol  is  less  than 


low  dose  of  glucocorticoids  will  suppress  the  ex- 
cess adrenocortical  androgen  by  suppressing 
ACTH.  The  patient  must  be  kept  on  this  dosage 
for  at  least  one  year  before  a decision  can  be 
made  as  to  its  effect  on  the  hirsutism.  If  the  pa- 
tient has  menstrual  irregularities  or  acne,  improve- 
ment in  these  often  portends  a good  response,  ie, 
diminished  hirsutism.  Women  with  previous 
menstrual  irregularities  whose  menses  improve  on 
the  prednisone  should  be  warned  of  the  possibility 
of  pregnancy  if  they  are  sexually  active  without 
contraception.  If  the  prednisone  is  having  a 
beneficial  effect  in  diminishing  the  excess  hair,  we 
will  usually  continue  treatment  for  at  least  two 
years.  Side  effects  with  this  dosage  of  prednisone 
are  few;  however,  if  they  are  encountered  lower- 
ing of  the  prednisone  dose  may  be  required.  These 
women  should  wear  Medic-Alert  bracelets  and 
should  receive  additional  steroids  if  undergoing 
surgery.  The  prednisone  can  be  withdrawn  at 
the  end  of  the  therapy  period  by  gradual  tapering 
over  a three  to  four  week  period.  If  the  hirsutism 
has  responded  to  the  prednisone  therapy  but  on 
discontinuation  of  therapy  recurs,  it  may  be  neces- 
sary to  reinstitute  prednisone. 

Women  with  hirsutism  should  have  electrolysis 
treatments  in  conjunction  with  hormonal  therapy. 
Electrolysis  is  directed  against  hair  that  is  already 
present  and  growing,  whereas  hormonal  therapy 
attempts  to  suppress  growth  of  new  hair. 

Summary 

The  physician  has  the  responsibility  for  de- 
termining that  hirsutism  complained  of  is  signifi- 
cant hirsutism.  All  women  with  significant  hirsut- 
ism should  be  subjected  to  a complete  endocrine 
evaluation.  We  have  presented  an  approach  to 
the  clinical  evaluation  of  the  hirsute  female,  which 
includes  testing  by  ACTH  stimulation.  Therapy 
should  be  instituted  only  after  the  endocrine 
evaluation  has  been  completed. 
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As  volume  demands  grow  and  automation  be- 
comes worthwhile  for  the  medical  office,  physi- 
cians are  faced  with  a number  of  difficult  choices. 
With  the  practice’s  pegboard  no  longer  keeping 
up  with  the  demands  placed  on  it,  a major  ques- 
tion will  be  whether  the  practice  should  turn  to 
an  in-house  computer  or  an  outside  service  bureau. 
Each  approach  has  its  own  advantages,  but  each 
also  has  its  costs  and  traps  for  the  unwary. 

Admittedly,  our  fundamental  bias  is  in  favor 
of  the  computer  purchase.  The  degree  of  flexi- 
bility obtained  just  cannot  be  equalled  by  an  out- 
side service  bureau.  Rather  than  adapting  a sys- 
tem to  fit  the  practice,  the  office  contracting  with 
an  outside  service  must  fit  into  that  bureau’s  rou- 
tines. Still,  service  bureaus  do  fill  some  practices’ 
needs  and  should  not  be  overlooked  as  an  alterna- 
tive. 

For  a variety  of  reasons  an  office  might  not 
get  its  investment  back  from  an  in-house  compu- 
ter. Doctors  with  few  years  of  active  practice 
remaining  until  retirement  should  be  particularly 
shy  of  major  equipment  purchases.  Other  doc- 
tors or  groups  just  may  not  want  to  get  themselves 
and  their  staff  involved  in  the  world  of  CPU’s  and 
floppy  disks.  The  extra  cost  of  the  service  bureau 
could  then  be  dollars  well  spent. 

Service  bureaus  are  sometimes  considered  an 
interim  measure  before  the  “big  step”  of  going 
in-house.  Engaging  the  right  service  bureau  may 
be  the  best  way  to  train  the  staff  and  doctors  in 
the  rigors  of  computerized  processing.  And  the 
interim  step  may  possibly  help  avoid  the  turnover 
of  office  managers  that  seems  to  be  a part  of  the 
price  of  in-house  computerization. 

Furthermore,  the  “interim  step”  rationale  could 
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well  be  the  correct  business  decision  at  this  time 
Mini-computer  hardware  prices  are  beginning  to 
trend  downward,  perhaps  to  follow  the  path  taken 
by  their  cousin,  the  electronic  calculator.  Soft- 
ware design  will  certainly  improve  as  time  passes 
and  systems  are  field  tested.  Thus,  as  prices  drop 
and  capabilities  improve,  we  await  a further  shake 
out  among  mini-computer  manufacturers  and 
sellers. 

For  those  who  do  decide  to  employ  an  outside 
computer  service  bureau,  careful  selection  and 
negotiation  are  essential  in  choosing  from  the 
host  of  offerings.  Ideally,  the  selection  process 
is  a mixture  of  steps  paralleling  a good  employee 
hiring  routine  and  the  “Request  for  Proposal” 
process  in  purchasing  an  in-house  system.* 

Initial  Screening 

The  first  step  in  the  selection  process  is  easy. 
Create  the  largest  pool  of  “applicants”  possible. 
No  referral  source  for  possibilities  should  be  over- 
looked— the  yellow  pages,  other  doctors,  the 
hospital,  practice  consultants  and  other  advisors, 
etc.  No  number  of  possibilities  is  too  large,  even 
though  most  of  them  will  be  quickly  eliminated. 

The  initial  screening  can  be  effectively  handled 
by  telephone,  preferably  anonymously,  and  need 
not  involve  the  doctors.  An  office  manager  or 
senior  assistant  can  easily  handle  the  process. 

Services  not  providing  some  kind  of  direct  dis- 
play mechanism  (usually  a CRT)  placed  in  the 
physician’s  office  can  be  eliminated  out-of-hand. 
We  consider  it  essential  to  have  basic  patient  in- 
formation and  current  patient  account  balances 
available  for  reference.  Mail-order  type  services 
just  cannot  meet  this  preliminary  requirement. 

*See  “Selecting  a Computer  for  Your  Practice  Is  an  Exacting 
Process,’’  Delaware  Medical  Journal,  August  1979. 
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Services  that  supply  paper  print-outs  weekly  or 
monthly  as  the  only  source  of  reference  leave  a 
practice  unable  to  deal  with  patient  payment 
problems  or  inquiries. 

The  second  screening  test  is  also  straightfor- 
ward. Be  sure  that  companies  under  considera- 
tion engage  only  in  medical  billing  activities.  It 
is  also  best  to  avoid  firms  with  different  subsidi- 
aries servicing  different  types  of  businesses.  Ser- 
vice bureaus  with  broadly  ranging  clientele  are 
much  less  likely  to  attune  themselves  specifically 
to  medical  practice  needs.  Even  in  the  unlikely 
event  that  such  a bureau  can  handle  a practice’s 
demands  from  the  outset,  system  updates  to  meet 
changing  third  party  requirements  and  the  like 
will  be  slow  in  coming. 

The  initial  contact  must  also  focus  on  the 
available  applications  and  specific  practice  needs. 
Multiple  office  locations  and  other  special  situa- 
tions seem  particularly  hard  to  accommodate  from 
a service  bureau’s  standpoint.  Hospital-based  prac- 
tices may  greatly  benefit  from  a bureau’s  ability  to 
tie  into  the  hospital’s  computer  system  for  data- 
sharing,  although  few  services  with  this  capability 
will  be  found.  These  and  other  variations  in 
medical  practice  may  effectively  prevent  a practice 
from  going  with  a service  bureau  at  all  or  limit 
the  possibilities  to  a single  company. 

Assuming,  however,  no  compelling  reason  to 
consider  only  one  possibility,  the  screening  ques- 
tions should  also  focus  on  the  services  desired. 
Physicians  often  consider  only  patient  and  third 
party  billing,  but  many  practices  would  be  well 
advised  to  look  for  more  comprehensive  services. 
Patient  recall,  appointment  scheduling,  clinical 
(diagnosis/treatment)  cross  reference,  and  gen- 
eral bookkeeping  come  immediately  to  mind. 
Some  service  bureau  systems  include  placing  a 
typewriter/printer  in  the  doctor’s  office,  making 
word  processing  another  possibility. 

Although  a practice  should  rarely  attempt  to 
connect  all  of  its  systems  at  one  time,  the  initial 
screening  and  later  negotiation  process  should  en- 
compass both  the  timetable  and  the  costs  for  each 
routine  which  might  be  automated. 

Trade-offs  and  compromises  will  dominate  the 
selection  considerations  at  this  point.  Therefore, 
the  practice  must  have  critically  established  the 


minimum  and  optimal  range  of  services  it  desires 
in  order  to  effectively  rank  the  companies  con- 
tacted. 

The  last  of  the  initial  “tests”  should  be  a re- 
quest that  the  computer  bureau’s  two  most  recent 
years’  financial  statements  be  sent  directly  to  the 
practice’s  accountant  or  other  advisors.  An 
evaluation  of  the  company’s  economic  stability 
is  essential  in  the  “here  today,  gone  tomorrow” 
world  of  computer  firms. 

Finding  the  Best  “Fit” 

The  initial  screening  process  will  narrow  the 
field  considerably.  Surviving  candidates  should 
be  contacted  in  writing  for  a proposal  and  detailed 
description  of  the  service’s  routines.  This  part 
of  the  process  mirrors  the  “Request  for  Proposal” 
process  used  in  purchasing  computers,  as  we  de- 
scribed in  the  previous  article,  and  has  the  same 
merits. 

Requiring  the  service  bureaus’  replies  in  a 
format  organized  by  the  practice  saves  a great  deal 
of  time.  Attempting  to  compare  services  based 
upon  sketchy  advertising  brochures  is  hardly 
worth  the  effort.  No  matter  how  thorough  the 
practice  is  in  ferreting  out  information  from  the 
candidates’  preprinted  circulars  and  patterned 
sales  presentations,  a thousand  and  one  questions 
will  remain  unanswered.  Furthermore,  the  prac- 
tice will  certainly  want  to  include  the  bureau’s 
responses  to  its  specifications  in  the  final  contract, 
and  the  only  way  to  accomplish  that  goal  is  to 
get  it  in  writing. 

The  practice’s  “Request  for  Information” 
should  particularly  note  that  several  other  bureaus 
(specified  by  name)  are  being  asked  to  supply 
proposals  to  lay  the  groundwork  for  future  nego- 
tiations. After  that  introduction,  description  of 
the  practice,  its  patient  and  transaction  volumes, 
and  the  services  desired  come  next. 

The  primary  portion  of  the  Request  should 
establish  a format  for  exploring  each  phase  of 
each  service  from  input  to  output  as  well  as  the 
overall  experience  characteristics  of  the  bureau’s 
operations. 

Beginning  with  input,  the  Request  should  ex- 
plore whether  current  practice  routines  will  supply 
the  necessary  information  and  describe  what 
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changes  are  needed.  Enclosing  copies  of  the 
practice’s  current  forms  (fee  slips,  hospital  note- 
book, etc.)  is  essential.  Will  additional  forms  be 
needed?  Who  will  be  responsible  for  the  initial 
conversion  of  manual  records  onto  the  computer, 
and  how  and  when  will  this  be  accomplished? 
What  system  of  input  control  is  recommended? 
Will  the  bureau  provide  on-going  assistance  in  this 
area  as  the  practice  changes?  A service  bureau’s 
failure  to  provide  leadership  after  its  system  is 
installed  is  a common  failing,  which  should  be 
guarded  against.  And  the  extent  of  staff  training 
provided  by  the  bureau  must  be  made  clear. 

After  that,  the  Request  must  seek  information 
on  the  service’s  own  processing  routines  and  capa- 
bilities. How  often  does  the  central  computer 
contact  the  practice’s  terminal?  How  soon  after 
data  entry  will  insurance  forms  be  prepared? 
What  is  the  “access  time”  to  retrieve  any  specific 
piece  of  information  or  patient  account?  What 
timetable  is  available  for  patient  billing,  delin- 
quent account  notices,  etc.?  Can  the  service 
bureau  prorate  charges  to  bill  more  than  one  re- 
sponsible party  (for  example,  Medicare  and  the 
patient)  simultaneously?  Will  insurance  forms  be 
printed  even  if  all  the  required  information  is  not 
on  file? 

Each  aspect  of  the  processing  must  be  carefully 
questioned  so  that  a comprehensive  comparison 
of  systems  can  be  accomplished.  The  practice 
must  accept  whatever  system  the  finally  selected 
bureau  offers.  Attempting  to  later  push  the  ser- 
vice bureau  out  of  its  mold  invites  certain  trouble, 
so  the  initial  evaluation  and  choice  are  crucial. 

Copies  of  each  document  produced  by  the  ser- 
vice bureau  must  be  requested.  Patient  bills, 
clerical  and  management  reports  should  be  con- 
cise and  well  planned.  The  “output”  includes  re- 
ports monitoring  unpaid  insurance  claims,  annual 
(at  least)  summaries  for  patients’  tax  purposes 
and  major  medical  claims,  summaries  of  disallow- 
ances by  each  insurance  company,  etc.  Is  the 
billing  output  sent  directly  to  patients  and  third 
parties  or  returned  to  the  practice?  What  sys- 
tem of  output  control  is  recommended?  And  so 
on. 

Besides  the  specific  bureau  routines,  a variety 
of  overall  considerations,  costs,  and  contract  pro- 


visions should  be  explored.  How  often  is  the 
system  “down”?  Who  bears  the  costs  (service,  in- 
surance, and  repair)  related  to  the  office  terminal 
or  other  in-office  equipment?  Are  there  extra 
telecommunications  charges?  Will  additional 
telephone  equipment  or  site  preparation  be  neces- 
sary? Will  the  bureau  guarantee  to  update  its 
processes  as  necessary? 

Will  the  bureau  indemnify  the  practice  from 
loss  due  to  the  service’s  errors  and  omissions  or 
due  to  breach  of  patient  confidentiality?  Beware 
of  service  bureaus  which  are  not  insured  against 
both  types  of  liability  and  which  do  not  subscribe 
to  and  follow  the  AMA’s  guidelines  for  patient 
confidentiality.  The  practice,  incidentally,  should 
be  certain  to  obtain  patient  authorization  to  release 
billing  and  other  information  to  the  service  bureau 
once  a decision  is  reached. 

The  service  bureau  should  guarantee  its  quoted 
price  for  a stated  time.  This  protection  is  essen- 
tial, particularly  if  there  are  large  initial  charges. 
If  the  contract  is  terminated,  in  what  form  will 
the  practice’s  records  be  returned?  Be  certain 
also  to  require  a copy  of  the  standard  contract 
as  part  of  the  requested  information. 

The  questions  and  concerns  are  myriad  and 
require  careful  thought  in  preparation  of  the  Re- 
quest for  Information.  The  process  is,  of  course, 
time-consuming  but  in  the  long  run  much  less 
costly  than  finding  out  the  answers  the  hard  way 
when  a dispute  arises. 

Making  the  Choice 

Once  the  responding  proposals  are  received  by 
the  doctor  or  the  group,  the  process  of  evaluation 
can  begin.  There  are  two  system  questions.  How 
well  do  the  available  services  fit  with  the  optimal 
combination  of  desired  services,  and  how  well 
thought  out  is  the  system  under  consideration? 

The  answer  to  the  first  question  may  be  easily 
arrived  at  by  ranking  the  practice’s  desires  and 
assigning  numerical  values  to  each  in  order  of 
preference.  This  method  provides  a convenient 
scale  for  rating  the  service  bureaus’  responses. 

The  second  inquiry  is  not  so  easily  answered. 
The  doctor,  the  office  manager,  and  the  staff 
responsible  for  each  routine  should  evaluate  how 
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well  the  service  bureau  system  operates  in  his  or 
her  area  of  responsibility.  Can  patient  records 
be  conveniently  and  easily  accessed?  Are  reports 
designed  to  help  the  activity  for  which  they  are 
designed?  For  example,  do  delinquent  account 
reports  “age”  the  outstanding  balance,  show  the 
last  payment  date,  show  the  last  collection  action 
taken,  and  the  patient’s  phone  number? 

Each  proposed  report  form  must  be  examined 
with  care.  The  practice  will  probably  live  with 
that  form  as  long  as  the  bureau  is  engaged.  Not 
only  will  involving  each  member  of  the  office  staff 
in  the  inquiry  yield  a better  evaluation,  but  it  will 
also  help  insure  the  employees’  acceptance  of 
whichever  system  is  finally  selected. 

Further  inquiries  are  more  straightforward.  Ob- 
viously, how  do  the  costs  compare?  Are  any  of 
the  services  willing  to  guarantee  cost  savings  over 
the  office’s  present  system?  Some  services  do  es- 
timate and  guarantee  savings.  If  so,  be  certain 
the  method  of  measuring  savings  is  carefully 
spelled  out  and  takes  into  account  the  usual 
growth  of  the  practice  before  estimating  benefits. 


It  is  also  well  to  consider  how  accommodating 
the  service  bureau  was  in  the  inquiry  process.  If 
it  was  not  helpful  before  you  became  a customer, 
think  how  much  less  so  it  will  be  once  you  are 
“hooked”  onto  its  system. 

Final  Actions 

The  two  final  stages  of  selection  are  reference 
checking  and  contract  negotiation.  Reference 
checking  can  be  approached  in  one  of  two  (or 
both)  ways.  Obtaining  a list  of  all  the  company’s 
medical  practice  customers  in  the  area  is  one 
method.  The  second  is  to  obtain  a list  of  all 
practices  that  have  dropped  the  service  in  the  last 
two  years.  Whichever  approach  is  followed,  every 
listed  practice  should  be  contacted.  Be  certain 
to  visit  several  practices  still  on  the  service  bureau 
for  an  in-person  discussion  of  the  service  com- 
pany’s procedures,  responsiveness,  “down  time,” 
and  other  problems.  The  reference  checking 
should  be  done  on  two  levels — doctor  to  doctor 
and  operator  to  operator. 

A competent  attorney  experienced  with  com- 
puter contracting  absolutely  must  review  the  pro- 
posed final  agreement  in  order  to  provide  any 
hope  of  avoiding  pitfalls.  Standard  service  bureau 
agreements  are  written  with  only  the  service  bu- 
reau’s interests  in  mind. 

As  a major  item  for  inclusion  in  the  contract 
the  service  bureau’s  proposal  responding  to  the 
original  Request  may  be  invaluable.  It  is  the 
practice’s  best  protection  since  it  (the  proposal) 
should  have  included  everything  that  was  prom- 
ised. Since  there  will  usually  be  many  newly  in- 
troduced items  as  well,  such  as  limitations  of  lia- 
bility, non-assignment  of  the  contract,  and  pro- 
visions as  to  contract  breach,  the  proposed  agree- 
ment must  be  reviewed  in  detail. 

Conclusion 

While  the  entire  selection  process  is  time-con- 
suming, it  is  well  worth  the  effort.  Without  the 
suggested  careful  pre-planning  and  deliberation, 
a practice  can  only  expect  difficulties  down  the 
road.  But  even  with  careful  selection,  the  level 
of  success  in  switching  to  a service  bureau  will 
largely  depend  on  the  medical  employees  to 
strictly  follow  service  bureau  regimen  and  pro- 
cedures. 
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MONITORING  HEALTH  PLANNING 

The  National  Health  Planning  and  Resources 
Development  Act  of  1974  provides  for  the  es- 
tablishment of  a national  health  planning  network. 
The  intent  of  this  network  is  to  coordinate,  eval- 
uate, and  regulate  health  services  in  order  to  con- 
trol cost  and  provide  for  the  equitable  distribution 
of  high  quality  health  care  throughout  the  country. 
The  network  is  based  upon  local  Health  Systems 
Agencies  (HSA’s),  the  activities  of  which  are  co- 
ordinated in  each  state  by  a Statewide  Health  Co- 
ordinating Council  (SHCC).  Although  the  in- 
tent of  this  system  is  to  encourage  local  input  into 
the  health  planning  process,  the  local  Agencies, 
in  order  to  receive  full  authority  and  funding,  must 
function  in  keeping  with  a large  number  of  Federal 
regulations  and  guidelines.  For  example,  each 
HSA  must  be  as  representative  of  the  community 
as  a whole  as  possible,  and  HSA  Boards  of  Direc- 
tors and  all  sub-groups  of  the  HSA’s  must  be  com- 
posed of  at  least  fifty-one  percent  consumers.  In 
that  the  forty-nine  percent  providers  include 
many  groups  other  than  physicians,  the  impact  of 
physicians  on  the  health  planning  process  may  be 
limited. 

The  specific  responsibilities  of  Health  Systems 
Agencies  are  numerous.  However,  they  may  be 
broadly  categorized  under  the  headings  of  plan- 
ning, review,  and  expression  of  local  sentiment. 
In  that  the  entire  State  of  Delaware  is  one  Health 
Systems  Area  with  one  Health  Systems  Agency 
(The  Delaware  Health  Council,  Inc.),  the  State- 
wide Health  Coordinating  Council  in  Delaware  is 
not  required  to  coordinate  activities  between  sev- 
eral HSA’s.  Therefore,  there  is  a significant  over- 
lap in  the  responsibilities  of  the  HSA  and  the 


SHCC  in  the  State  of  Delaware. 

The  health  planning  responsibility  is  met  largely 
through  the  yearly  development  of  a long-ra^ee 
Health  Systems  Plan  (HSP)  and  an  Annual  Im- 
plementation Plan  (AIP),  which  describes  actions 
intended  to  meet  the  objectives  set  forth  in  the 
HSP.  In  Delaware  the  SHCC  and  the  HSA  have 
delegated  the  responsibility  for  developing  these 
plans  to  a Joint  Health  Plan  Development  Com- 
mittee directly  responsible  to  and  composed  of 
members  of  the  Boards  of  both  the  SHCC  and  the 
HSA.  Areas  to  be  addressed  in  the  health  plans 
are  chosen  and  Task  Forces  established  to  study 
and  make  recommendations  in  each  of  these  sub- 
ject areas.  The  Joint  Health  Plan  Development 
Committee  develops  the  health  plans  from  the 
information  provided  by  the  Task  Forces.  The 
completed  plans  must  then  be  approved  by  the 
full  governing  bodies  of  both  the  SHCC  and  the 
HSA.  At  various  points  throughout  the  process 
public  hearings  are  held,  and  all  possible  efforts 
are  made  to  accommodate  positions  expressed  in 
these  hearings.  The  Task  Forces  themselves  are 
composed  of  varying  numbers  of  individuals  (usu- 
ally between  twenty-five  and  thirty-five)  who 
have  expressed  an  interest  and  are  knowledgeable 
in  the  area.  The  majority  of  the  full  members  of 
each  Task  Force  must  be  consumers.  However, 
any  interested  person  may  become  an  associate 
member  with  full  rights  of  participation  in  the 
activities  of  the  Task  Force  but  no  voting  rights. 
Throughout  the  development  of  the  health  plans, 
Federal  regulations  and  guidelines  have  a great 
influence  on  both  process  and  content. 

The  review  function  of  both  the  SHCC  and  the 
HSA  includes  responsibility  for  reviewing  local 
Federally  funded  projects  pertaining  to  health 
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and  recommending  either  approval  or  disapproval 
to  the  appropriate  government  agency.  Large 
sums  of  money  are  frequently  involved,  and  large 
numbers  of  people  are  affected  by  these  projects. 
Thus,  this  review  function  is  particularly  impor- 
tant. In  addition,  all  states,  including  Delaware, 
have  been  required  to  enact  Certificate  of  Need 
legislation  which  provides  for  review  of  capital 
investment  projects  proposed  by  health  care  pro- 
viders. In  Delaware  the  current  Certificate  of 
Need  legislation  exempts  private  doctors’  offices 
and  laboratories  but  requires  review  of  all  projects 
submitted  by  other  health  care  providers  which 
meet  the  following  criteria:  1)  a capital  expense 
of  more  than  $150,000*;  2)  a capital  expense 
that  increases  or  decreases  bed  capacity;  3)  a 
capital  expense  that  either  adds  or  deletes  a health 
service.  If  the  results  of  the  review  are  not  favor- 
able, there  are  mechanisms  in  place  which  pre- 
vent the  project  from  going  forward.  Because  it 
is  so  all  inclusive,  this  element  of  the  review 
process  has  considerable  impact  on  how  medicine 

*In  that  some  elements  of  the  previous  review  process  are  still  in 
force,  the  level  of  capital  expense  requiring  review  is  actually 
$100,000. 


is  practiced  and  on  how  health  care  is  delivered 
in  Delaware.  In  the  review  process  as  well  as  in 
the  planning  process  public  hearings  may  be  held 
in  order  to  provide  for  maximal  community  par- 
ticipation in  decision  making.  Also,  as  in  the 
planning  process,  Federal  regulations  and  guide- 
lines influence  the  review  and  establish  criteria 
by  which  decisions  are  made. 

In  that  both  the  SHCC  and  the  HSA  are 
agencies  knowledgeable  in  the  area  of  health  and 
are  representative  of  the  community  as  a whole, 
their  opinions  pertaining  to  matters  of  health  in 
the  State  of  Delaware  carry  significant  weight 
both  on  a local  and  a national  level.  The  re- 
sources available  in  the  form  of  staff  expertise 
and  data  place  the  SHCC  and  the  HSA  in  a 
unique  position  to  provide  and  interpret  back- 
ground information  as  well  as  being  the  vehicles 
for  expressing  public  sentiment.  Therefore,  these 
agencies  exert  considerable  influence  on  other 
planning  and  decision-making  bodies  in  the  area 
of  health  care. 

Physicians  have  been  involved  in  the  health 
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planning  process  in  Delaware  for  a number  of 
years.  During  this  time  many  areas  of  disagree- 
ment have  existed  between  the  planning  agencies 
and  the  medical  community.  These  areas  of  dis- 
agreement notwithstanding,  the  common  goal  of 
efficiently  and  equitably  providing  high  quality 
health  care  has  been  recognized  by  all  partici- 
pants. As  a result  of  this  common  goal  and  be- 
cause of  the  individuals  involved  over  the  years, 
a sense  of  cooperation  and  trust  has  existed,  and 
lines  of  meaningful  communication  have  remained 
open  even  in  the  most  difficult  of  situations.  Con- 
scious efforts  are  made  to  maintain  this  atmos- 
phere because  it  is  felt  essential  in  enabling  phy- 
sicians to  play  a meaningful  role  in  the  health 
planning  process. 

Through  the  Medical  Society  of  Delaware,  par- 
ticipation in  the  health  planning  process  has  been 
purposeful  and  systematic.  General  educational 
efforts  are  made  so  that  those  from  the  medical 
community  who  do  participate  directly  have  an 
understanding  of  the  issues  as  well  as  a knowledge 
of  the  vocabulary  used  and  of  the  process  itself. 
Through  such  an  appreciation  of  these  elements 
an  individual  participant’s  effectiveness  is  greatly 
heightened. 

Actual  participation  in  the  health  planning 
process  is  accomplished  in  three  primary  ways. 
First,  the  staff  of  the  Medical  Society  of  Dela- 
ware maintains  open  lines  of  communication 
with  the  health  planning  agencies.  This  facili- 
tates monitoring  of  the  health  planning  process 
and  provides  a means  of  obtaining  pertinent  in- 
formation. It  also  provides  a way  in  which  ideas 
and  positions  can  be  expressed  and  reinforced. 

Secondly,  a number  of  physicians  are  directly 
involved  as  full  members  of  the  various  health 
planning  groups.  Physicians  are  on  the  Board 
of  Directors  of  both  the  HSA  and  the  SHCC. 
These  individuals  also  serve  on  a number  of  com- 
mittees of  these  Boards  including  the  Joint  Health 
Plan  Development  Committee.  Physicians  serve 
as  full  members  of  the  various  Task  Forces  and 
thus  have  the  opportunity  to  have  a great  influ- 
ence over  the  planning  process  through  contribut- 
ing at  this  basic  level.  Two  of  the  thirteen  Task 
Forces  are  chaired  by  physicians.  Whenever 
necessary,  meetings  of  the  physicians  directly 
involved  in  health  planning  are  held,  and  formal 


discussions  of  issues  take  place.  In  addition, 
these  physicians  are  encouraged  to  keep  the  Medi- 
cal Society  and  each  other  informed  of  develop- 
ments in  their  individual  areas  of  participation 
and  to  exchange  ideas  on  an  informal  basis.  In 
like  fashion,  they  are  also  encouraged  to  seek 
guidance  and/or  information  on  current  issues 
from  an  appropriate  source  within  the  medical 
community. 

A third  extremely  important  means  of  partici- 
pation has  come  through  the  willingness  of  phy- 
sicians to  express  their  points  of  view  and  the 
ideas  of  the  medical  community  even  though  they 
themselves  may  not  be  full  members  of  any  of 
the  health  planning  groups.  The  leadership  of 
the  Medical  Society  has  been  very  articulate  and 
persuasive  in  appearances  at  a number  of  public 
hearings.  In  so  doing  the  position  of  physicians 
has  been  clearly  stated  and  has  become  part  of 
the  public  record.  As  such,  it  has  had  a definite 
influence  on  both  the  planning  and  review  pro- 
cesses. A number  of  physicians  have  agreed  to 
serve  as  associate  members  on  Task  Forces.  They 
are  not  permitted  to  vote,  but  they  can  participate 
in  all  other  functions  of  the  Task  Forces.  Thus 
their  knowledge  in  a given  area  and  their  point 
of  view  become  an  integral  part  of  the  delibera- 
tions of  the  Task  Force  and  may  have  a great  im- 
pact on  the  results. 

As  a consequence  of  the  degree  of  participation 
described  above,  the  physicians  in  Delaware  have 
not  only  been  in  a position  to  monitor  develop- 
ments in  health  planning  in  the  State,  but  also 
have  helped  formulate  policy  and  make  decisions. 
The  medical  community  has  been  in  a position 
of  leadership  in  the  process  rather  than  simply 
assuming  a reactionary  posture.  Although  pro- 
viders comprise  a minority  of  the  individuals 
serving  on  health  planning  bodies  and  physicians 
are  only  one  category  of  provider,  persistent, 
articulate,  regular  participation  can  have  a great 
influence  on  the  process.  Also  when  others  see 
that  physicians  are  properly  motivated,  are  willing 
to  contribute  time  and  effort  to  the  process,  and 
do  have  reasonable  points  of  view  arising  out  of 
knowledge  in  the  field  of  health  care,  they 
frequently  agree  with  the  physicians’  point  of 
view.  Thus  the  minority  physician  representation 
established  in  the  legislation  may  in  reality  be- 
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come  the  pervasive  force  through  active,  knowl- 
edgeable physician  participation. 

The  staff  of  the  Medical  Society  of  Delaware 
has  played  a large  role  in  the  involvement  of  the 
medical  community  in  health  planning.  One  full- 
time staff  member  has  been  assigned  to  function 
primarily  in  this  area.  Other  staff  members  are 
available  to  assist  when  the  need  arises.  The 
staff  provides  information  and  data  to  the  direct 
participants  and  also  serves  as  a key  link  in  com- 
munication between  the  physicians  involved.  A 
staff  member  is  present  as  an  observer  at  all 
meetings  of  the  health  planning  bodies.  This 
practice  has  proven  to  be  extremely  beneficial. 
In  that  one  staff  member  attends  most  of  the 
meetings,  that  person  is  in  a position  to  integrate 
the  happenings  at  the  various  meetings  and  thus 
develop  an  overall  view  of  the  process.  Informa- 
tion obtained  in  one  meeting,  possibly  important 
for  another,  can  easily  be  conveyed  to  the  ap- 
propriate individuals.  Through  having  the  staff 
representative  present,  events  of  the  meetings  can 


be  interpreted  in  a broader  perspective,  and  per- 
haps additional,  different  points  of  view  may 
evolve.  Also  certain  points  raised  in  the  meetings 
may  be  of  a technical,  business,  or  administrative 
nature,  thus  making  the  staff  person’s  evaluation 
particularly  helpful. 

All  of  the  activities  of  both  the  Medical  Society 
staff  and  the  physician  participants  in  the  health 
planning  process  are  reviewed  by  the  Officers  and 
Board  of  Trustees  of  the  Medical  Society  of  Del- 
aware. This  review  is  effected  through  direct 
reporting  by  the  staff  and  by  the  physicians  who 
serve  both  in  health  planning  and  on  the  gover- 
ning bodies  of  the  Medical  Society.  In  their  re- 
view the  leadership  attempts  to  formulate  policies 
in  health  planning  that  will  represent  the  feelings 
of  the  majority  of  the  Society  on  how  to  facilitate 
the  equitable  and  efficient  delivery  of  high  quality 
health  care  throughout  the  State. 

Charles  M.  Smith,  M.D. 

Dr.  Smith  prepared  this  report  for  the  House  of  Delegates 
Meeting  of  the  Medical  Society  of  Delaware. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor's  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 
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PSYCHIATRY  FOR  THE  PRIMARY  CARE  PHYSICIAN 
edited  by  Arthur  M.  Freeman,  III,  M.D.,  Robert  L. 
Sack,  M.D.,  and  Philip  A.  Berger,  M.D.,  Williams 
& Wilkins  Co.,  Baltimore,  1979.  422  pp.  Price 
$ 1 9.95.  Soft  Cover. 

This  book  contains  a wealth  of  useful  informa- 
tion for  the  primary  care  physician,  and  is  highly 
recommended.  Most  of  the  faults  this  reader 
found  were  simple  typographical  errors,  although 
some  of  them  were  potentially  serious,  such  as  a 
dosage  schedule  of  diphenylhydantoin  400  mg 
q.i.d.  to  prevent  alcohol  withdrawal  seizures. 

Well-written  and  succinct,  with  print  that  is 
easy  on  the  eyes  and  a durable  soft  cover,  the 
book  is  eminently  readable.  Beginning  with  some 
good  general  chapters,  such  as  “Conceptualizing 
the  Difficult  Patient  in  Primary  Care”  and  “Cop- 
ing with  the  Crisis  of  Physical  Illness,”  it  progres- 
ses through  chapters  dealing  with  other  subjects 
the  primary  care  physician  sees  every  day.  Then 
neuropsychiatric  subjects  are  covered  well;  the 
chapter  on  “Schizophrenia  and  Manic-Depressive 
Illness,”  a scant  18  pages,  contains  a vast  amount 
of  “pearls,”  in  easily  assimilable  form.  “Common 
Clinical  Problems  in  Neuropsychiatry”  is  also 
very  good. 

In  most  chapters  there  is  a good  mixture  of 
psychiatry  and  neurology  to  enhance  the  knowl- 
edge and  skills  of  the  physician.  The  book  finishes 
with  a chapter  on  the  doctor’s  own  well-being, 
which  also  views  the  life  cycle  of  the  physician, 
and  deals  with  the  various  ways  he  can  be  im- 
paired. 

Once  again,  this  is  an  excellent  book,  which 
many  will  read  cover  to  cover  and  then  refer  to 
frequently  in  daily  clinical  practice. 

Robert  H.  Hall,  M.D. 

g 

ACUTE  RENAL  FAILURE  Discussions  in  Patient 
Management  by  Edward  Kuehnel,  M.D.,  and  Wil- 
liam Bennett,  M.D.,  Medical  Examination  Publish- 
ing Co.,  Inc.,  Garden  City,  New  York,  1976.  121 
pp.  Price  $8.00.  Spiral-bound. 

This  pocket-size,  spiral-bound  book  concen- 


trates on  the  presentation,  pathophysiology,  dif- 
ferential workup,  and  treatment  of  acute  renal 
failure.  The  major  chapters  include  Pathophysi- 
ology of  Acute  Renal  Failure,  Approach  to  the 
Oliguric  Patient,  Other  Etiologies  for  Abrupt  Ces- 
sation of  Renal  Function,  Fluid  and  Electrolyte 
Balance,  and  Medical  Complications  of  Uremia. 
The  text  has  some  charts  and  an  occasional  line- 
drawn  illustration.  This  monograph  is  well-writ- 
ten, but  its  limited  scope  and  brevity  detract  from 
its  usefulness.  In  addition,  much  of  this  informa- 
tion is  readily  available  elsewhere.  This  is  recom- 
mended to  medical  libraries  and  possibly  to  gen- 
eral internists  and  family  physicians  as  a brief 
review  of  acute  renal  failure. 

Howard  Leibowitz,  M.D. 

Dr.  Leibowitz  is  a third-year  medical  resident  at  the  Wilmington 
Medical  Center. 

& % % 

NEUROLOGY  for  the  House  Officer,  Second  Edition, 
by  Howard  L.  Weiner  and  Lawrence  P.  Levitt,  M.D., 
The  Williams  & Wilkins  Company,  Baltimore,  Mary- 
land, 1979.  180  pp.  Illus.  Price  $9.95.  Paperback. 

To  most  clinicians,  neurology  remains  one  of 
the  most  confusing  and  difficult  areas  of  medicine. 
This  is  regrettable,  as  neurologic  problems  are 
some  of  the  most  common  in  clinical  medicine. 
No  subspecialty  of  medicine  is  isolated  from  the 
neurologic  manifestations  of  the  various  systemic 
diseases  it  treats.  In  spite  of  the  fact  that  the 
clinical  findings  of  most  neurologic  disorders  are 
easily  elicited,  the  lack  of  a systematic  approach 
to  neurologic  examination  and  diagnosis  results 
in  the  downfall  of  many  physicians.  It  is  all  too 
common  in  any  large  hospital  to  see  patients  with 
metabolic  encephalopathy  admitted  with  a diag- 
nosis of  stroke,  or  to  have  obvious  findings  of  a 
peripheral  neuropathy  completely  missed  during 
a physical  examination.  The  compact  text  pre- 
pared by  Weiner  and  Levitt  represents  an  easily 
comprehensible  and  intelligent  approach  to  the 
neurologic  evaluation  of  patients.  Although  one 
might  pause  at  paying  $10.00  for  a diminutive 
paperback  such  as  this,  the  text  allows  the  reader 
to  quickly  develop  an  intelligent  approach  to  the 
evaluation  of  neurologic  problems  in  hospitalized 
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patients.  Major  sections  of  the  book  are  devoted 
to  clinical  evaluation  of  the  common  stroke  syn- 
dromes. In  addition,  problems  such  as  headache, 
dementia,  seizures,  and  vertigo  are  quickly  cov- 
ered. The  neurologic  manifestations  of  common 
diseases  such  as  diabetes,  malignancy,  uremia, 
and  alcoholism  are  also  briefly  discussed.  Brief 
comments  are  directed  toward  therapy,  but  the 
book  primarily  remains  a text  for  teaching  the 
manifestations  of  the  various  neurologic  syn- 
dromes. This  book  can  be  recommended  without 
reservation  to  all  physicians,  and  probably  should 
be  required  reading  for  house  officers  in  all  medi- 
cal and  surgical  specialties. 

William  L.  Jaffee,  M.D. 

IS  MS  % 

PRACTICAL  DIAGNOSIS  Endocrine  Disease  by  Stan- 
ley G.  Korenman,  M.D.,  Daryl  K.  Granner,  M.D., 
Barry  M.  Sherman,  M.D.,  Houghton  Mifflin  Profes- 


sional Publishers,  Boston,  1978.  299  pp.  Illus. 
Price  $14.00.  Softback. 

Most  of  the  so-called  manuals  of  endocrine 
testing  which  have  come  to  me  for  review  have 
been  old  before  their  time  of  publication  or  else 
not  sufficiently  practical,  being  full  of  discussions 
of  esoteric,  research-type  testing  unsuited  or  un- 
available for  community  practice  and  usually  un- 
necessary. This  book  is  an  exception.  It  is  up- 
to-date  as  well  as  pragmatic  although  there  are 
a few  clinically  reasonable  tests  which  do  not 
appear.  As  an  example,  the  authors  for  one 
reason  or  another,  although  they  mention  the 
exercise  screening  test  for  growth  hormone,  do 
not  include  instructions  for  its  performance. 

The  biggest  failing — that  the  work  is  unrefer- 
enced— does  not  detract  from  its  usefulness  on 
the  shelf  of  the  library  accessible  to  most  phy- 
sicians. 

Bernadine  Z.  Paulshock,  M.D. 


FOURTEENTH  ANNUAL  MAIN  LINE  CONFERENCE 

'Current  Concepts  in  Medicine  for  the  Practicing  Physician" 

THURSDAY,  FRIDAY  and  SATURDAY,  APRIL  24,  25  and  26,  1980 

VALLEY  FORGE  HILTON,  KING  OF  PRUSSIA,  PA. 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 


PROGRAM  INCLUDES: 
Antibiotics 
CAT  Scan 
Drug  Interactions 
Gastroenterology 
Headache 
Impotence 
Insomnia 
Kidney 
Lipids 
Neuritis 
Psychiatry 
Pulmonary 


GUEST  SPEAKERS  INCLUDE: 

• STEPHEN  B.  LEVINE,  M.D. 

Case  Western  Reserve  University 

• HAROLD  J.  STEIN,  M.D. 
Headache  Research  Foundation 
The  Faulkner  Hospital 

• DAVID  J.  KUPFER,  M.D. 
Western  Psychiatric  Institute 
and  Clinic 

• ARTHUR  H.  HAYES,  JR.,  M.D. 
Milton  S.  Hershey  Medical  Center 

• BARRY  J.  MATERSON,  M.D. 
University  of  Miami 


Vascular  Disease 

30  Concurrent  Sessions 

FOR  INFORMATION  WRITE: 

HAROLD  J.  ROBINSON,  M.D.,  Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital,  Bryn  Mawr,  Pennsylvania  19010 

Approved  for  20  hours  of  Prescribed  AAFP,  PMS,  AMA  Category  I CME  Credit 

AOA  and  ACGPOMS  approved 

Registration  Fee:  $140.00  (includes  3 luncheons,  cocktails  and  dinner) 
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Speakers  on 
“Ask  the 
Doctor” 


Speakers  for  March  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  March  4,  Charles  S.  Bean, 
M.D.,  Tics  and  Gilles  de  la  Tourette  Syndrome;  March  11,  James  K.  Bouzoukis, 
M.D.,  The  Role  of  the  Emergency  Room  Physician  in  Today’s  Community;  March 
18,  Robert  N.  Dumin,  M.D.,  Depression;  March  25,  Alfred  E.  Bacon,  Jr.,  M.D., 
Diagnosis  and  Management  in  Patients  with  Coronary  Artery  Disease. 


Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


In  the  News  The  Medical  Society  of  Delaware  Auxiliary  will  celebrate  its  51st  anniversary  at 
the  annual  meeting  Thursday,  April  24,  1980,  at  the  University  and  Whist  Club, 
Wilmington.  The  meeting  will  begin  at  9:30  a.m.  followed  by  the  installation  of 
the  new  state  president  and  officers.  Luncheon  will  be  at  noon.  Mrs.  Torrence 
P.  B.  Payne,  Eastern  Regional  Vice  President  of  the  National  Auxiliary,  will  be 
a speaker.  Mr.  Robert  Tremain  from  the  Delaware  Health  Council,  Inc.,  will 
be  the  luncheon  speaker.  It  is  hoped  that  many  wives  will  attend  and  help  pursue 
the  theme  for  this  year — SHAPE  UP  FOR  LIFE.  Contact  Mrs.  Eleanor  Gurdi- 
kian,  Wilmington,  for  reservations  at  475-5566. 

Richard  H.  Morgan,  M.D.,  has  been  named  Chairman  of  the  Ad  Hoc  Committee 
on  Prison  Health  Care  of  the  Medical  Society  of  Delaware. 

A ground  breaking  ceremony  was  recently  held  for  a swimming  pool  to  be  named 
in  honor  of  the  late  Foster  M.  Brown,  M.D.,  who  practiced  on  Wilmington’s  East 
Side  for  nearly  50  years.  Dr.  Brown  served  on  the  Wilmington  Board  of  Education 
from  1932  to  1942  and  on  the  Wilmington  Board  of  Health  from  1946  to  1953. 

The  Golden  Anniversary  of  the  Delaware  Academy  of  Medicine  was  observed 
February  8-10.  On  Friday,  February  8 a special  exhibit  entitled  The  Delaware 
Doctor  was  featured  at  the  Old  Town  Hall  on  Market  Street  in  Wilmington,  where 
cocktails  and  a buffet  preceded  an  evening  performance  of  the  New  England  Rag- 
time Ensemble  at  the  Grand  Opera  House.  On  February  9 at  the  Academy  Lewis 

B.  Flinn,  M.D.,  the  first  president,  reminisced  about  “The  History  of  the  Delaware 
Academy  of  Medicine.”  Other  speakers  were  Howard  G.  Wilcox,  M.D.,  Paul 
Goldhaber,  D.D.S.,  Edmund  D.  Pellegrino,  M.D.,  Eli  Ginsberg,  Ph.D.,  Patrick 

C.  Steptoe,  and  Barbara  Marx  Hubbard.  At  the  dinner  in  the  Gold  Ballroom, 
Hotel  duPont,  presentation  of  a copy  of  Medicine:  An  Illustrated  History  was 
made  to  Lewis  B.  Flinn,  M.D.,  in  honor  of  his  long  association  with  and  many 
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contributions  to  the  Academy.  Afterwards  Isaac  Asimov,  Ph.D.,  explored  “Medi- 
cine and  the  Endless  Frontier.”  On  February  10  there  was  a formal  opening  of 
an  art  exhibit  of  items  collected  by  physicians  and  dentists,  at  the  Downtown  Gal- 
lery of  the  Delaware  Art  Museum. 


CLINICAL  NOTICES  AND  MEETINGS 


March,  National  “Nutrition  and  the  Family”  is  the  theme  that  dietitians  and  nutritionists  in  Delaware 
Nutrition  Month  will  emphasize  throughout  March,  1980,  for  the  eighth  annual  celebration  of  good 
nutrition  sponsored  by  the  American  Dietetic  Association.  The  University  of  Dela- 
ware and  the  Wilmington  Medical  Center  have  initiated  a pilot  study  to  evaluate 
nutrition  intervention  in  the  rehabilitation  of  lung  cancer  patients.  An  increasing 
number  of  organized  patient  education  programs  have  been  begun  in  facilities  such 
as  Beebe  Hospital  and  the  Wilmington  Medical  Center  for  persons  with  diabetes, 
cardiovascular  disorders,  etc. 


Pediatric  A program  on  EARLY  INTERVENTION  STRATEGIES  AND  TECHNIQUES  will 
Conference  be  presented  at  the  Alfred  I.  duPont  Institute,  Wilmington,  on  March  1 and  2.  Lec- 
tures will  be  presented  on  Saturday,  March  1,  and  workshops  on  Sunday,  March  2. 
Register  with  Dr.  Paula  J.  Malone,  Child  Development  Center,  at  the  Institute.  Tele- 
phone: 573-3000. 


Seminar  for 
Medical  Assistants 


The  Medical  Society  of  Delaware  and  the  American  Association  of  Medical  Assistants 
are  sponsoring  a SEMINAR  FOR  MEDICAL  ASSISTANTS  on  March  12  at  the  Dela- 


MODERN  MEDICAL 

^■OFFICESM 


Call 


Van  Buren  Medical  Center 

Wilmington,  Delaware 


Available  immediately: 

500  to  2500  square  feet 
Lots  of  off  street  parking 


The  Office  Leasing 
Htotfeoplei 


913  Delaware  Avenue, 
Wilmington,  Delaware 
19806 

(302)  656-3141 


Patterson  <$ch\vSrtz 

Realtors 
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DAFP  Annual 
Meeting 


American  College 
of  Surgeons 


Pulmonary 
Medicine — 
Review  Course 


Broncho- 

esophagology 

Meeting 


ware  Academy  of  Medicine  Building  to  attempt  to  reactivate  the  Delaware  Chapter. 
Registration  begins  at  12:45  p.m.  A film  on  malpractice  and  the  medical  assistant, 
entitled  “Case  in  Point”  will  be  presented  with  Russell  S.  Fisher,  M.D.,  Chairman, 
Council  on  Medical  Education,  American  Medical  Association,  as  the  discussant.  Alan 
T.  Marshall  of  Blue  Cross-Blue  Shield  of  Delaware  will  also  be  a guest  speaker.  For 
further  information,  contact:  the  Medical  Society  of  Delaware,  1925  Lovering  Avenue, 
Wilmington,  Delaware  19806.  Telephone:  (302)  658-7596. 


The  American  College  of  Emergency  Physicians,  Delaware  Chapter,  and  the  Emer- 
gency Department  Nurses’  Association  are  sponsoring  a seminar  on  MANAGEMENT 
OF  BURNS,  March  13,  7:30  p.m.  at  the  Academy  of  Medicine,  1925  Lovering  Avenue, 
Wilmington,  Delaware.  The  guest  speaker  will  be  Colonel  Hugh  D.  Peterson,  D.D.S., 
M.D.,  Chief  of  Plastic  Surgery  Service  at  the  Walter  Reed  Hospital.  For  further  in- 
formation, contact:  Amir  Mansoory,  M.D.,  325  E.  Main  Street,  Newark,  Delaware 
19711.  Telephone:  (302)  737-4990. 


The  Delaware  Academy  of  Family  Physicians  will  hold  its  28th  ANNUAL  MEETING 
AND  SCIENTIFIC  ASSEMBLY  on  March  20  and  22.  The  Business  Meeting  will  be 
held  at  6:30  p.m.  on  March  20,  at  the  University  and  Whist  Club,  Eighth  and  Broom 
Streets,  Wilmington,  and  the  Scientific  Assembly  on  March  22  at  the  Delaware  Academy 
of  Medicine.  The  Saturday  morning  sessions  will  be  devoted  to  medical  ethics  with 
Saturday  afternoon  sessions  being  devoted  to  new  treatments  of  congestive  heart  failure 
and  the  hyperactive  child.  For  further  information,  contact:  the  Delaware  Academy 
of  Family  Physicians,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone: 
(302)  658-7596. 


THE  9th  ANNUAL  SPRING  MEETING  OF  THE  AMERICAN  COLLEGE  OF  SUR- 
GEONS will  be  held  in  Toronto,  Canada,  March  24-27,  at  the  Sheraton  Centre  Hotel. 
Various  postgraduate  courses  will  be  offered  for  physicians.  For  further  information, 
contact:  Diane  Currie  O’Rourke,  Manager  of  Public  Information,  American  College 
of  Surgeons,  55  East  Erie  Street,  Chicago,  Illinois  60611.  Telephone:  (312)  664-4050. 


The  American  College  of  Chest  Physicians  will  sponsor  a five  day  course  entitled, 
NATIONAL  BOARD  REVIEW  COURSE  IN  PULMONARY  MEDICINE.  This  course 
is  designed  for  physicians  who  plan  to  take  the  subspecialty  boards  in  pulmonary 
medicine.  It  will  be  held  at  the  Conrad  Hilton  Hotel  in  Chicago,  Illinois,  March  31- 
April  4.  This  course  has  been  approved  by  the  AM  A for  32  credit  hours  in  Category 
I of  the  Physicians’  Recognition  Award.  For  further  information,  contact:  Dale  E. 
Braddy,  Director  of  Education,  American  College  of  Chest  Physicians,  911  Busse  High- 
way, Park  Ridge,  Illinois  60068.  Telephone:  (312)  698-2200. 


THE  THIRD  WORLD  CONGRESS  ON  BRONCHESOPHAGOLOGY  will  be  held 
April  9-11  at  the  Breakers  Hotel  in  Palm  Beach,  Florida.  This  meeting  is  sponsored  by 
the  International  Bronchoesophagological  Society,  the  American  Bronchoesophagological 
Association,  and  the  American  College  of  Chest  Physicians.  It  has  been  approved  for 
1 5 credit  hours  in  Category  I of  the  Physicians’  Recognition  Award  of  the  AMA.  For 
further  information,  contact:  Dale  E.  Braddy,  Director  of  Education,  American  College 
of  Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068.  Telephone  (312) 
698-2200. 
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Rural  Health 
Conference 


American  Academy 
of  Pediatrics 


The  Department  of  Family  Practice  at  the  University  of  Texas  Health  Science  Center 
in  San  Antonio  is  sponsoring  a course,  FAMILY  PRACTICE  RECERTIFICATION 
REVIEW,  at  the  University  of  Texas  Health  Science  Center,  San  Antonio,  Texas,  May 
30-June  1.  This  course  is  designed  to  assist  the  family  physician  in  preparation  for  the 
American  Board  of  Family  Practice  Recertification  Examination  scheduled  for  July  11. 
For  further  information,  contact:  Office  of  Continuing  Education  Services,  The  Uni- 
versity of  Texas  Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl  Drive,  San 
Antonio,  Texas  78284.  Telephone:  (512)  691-7291. 


The  American  College  of  Chest  Physicians  and  the  National  Institute  of  Occupational 
Safety  and  Health  are  sponsoring  the  INTERNATIONAL  CONFERENCE  ON  BYS- 
SINOSIS  which  will  be  held  at  the  Birmingham  Hyatt  House  in  Birmingham,  Ala- 
bama, April  14-16.  This  program  has  been  designed  to  provide  a review  of  current 
scientific  data  on  this  important  occupational  lung  disease.  It  has  been  approved  for 
18  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association.  For  further  information,  contact:  Dale  E.  Braddy,  Director  of 
Education,  American  College  of  Chest  Physicians,  911  Busse  Highway,  Park  Ridge, 
Illinois  60068.  Telephone:  (312)  698-2200. 


THE  AMERICAN  MEDICAL  ASSOCIATION  33rd  NATIONAL  CONFERENCE 
ON  RURAL  HEALTH  will  be  held  April  17-18  at  the  Sheraton-Boston  Hotel  in  Bos- 
ton, Massachusetts.  Physicians  can  earn  up  to  15  hours  of  continuing  medical  educa- 
tion credit  by  choosing  from  over  30  workshops,  CME  courses,  and  general  sessions. 
For  further  information,  contact:  the  American  Medical  Association,  Department  of 
Meeting  Services,  535  North  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone: 
(312)  751-6503. 


THE  SPRING  SESSION  OF  THE  AMERICAN  ACADEMY  OF  PEDIATRICS  will 
be  held  April  19-24  at  the  Las  Vegas  Hilton,  Las  Vegas,  Nevada.  Some  of  the  topics 
to  be  discussed  will  include  child  abuse,  legal  issues  in  pediatric  and  adolescent  medi- 
cine, learning  disorders,  growth  and  development,  breast  feeding,  and  sports  medicine. 
By  registering  before  March  16,  you  can  save  $20.00.  As  an  organization  accredited 
for  continuing  medical  education,  the  American  Academy  of  Pediatrics  certifies  that 
this  CME  offering  meets  the  criteria  for  a maximum  of  36  credit  hours  in  Category  I 
of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association,  provided 
it  is  used  and  completed  as  designed.  For  further  information,  contact:  the  American 
Academy  of  Pediatrics,  P.O.  Box  1034,  Div.  M,  Evanston,  Illinois  60204.  Telephone: 
(312)  869-4255. 


Going  home 


medicine. 


Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


MANAGEMENT  OF  THYROID  CARCINOMA: 

REPORT  FROM  THE 

SIXTY-FIFTH  CLINICAL  CONGRESS  OF  THE  AMERICAN  COLLEGE  OF  SURGEONS 


Leslie  W.  Whitney,  M.D. 


A team  from  the  Ohio  State  University  Hospital 
reported  at  the  Annual  Convention  of  the  Ameri- 
can College  of  Surgeons  that  they  saw  no  reason 
for  the  use  of  total  thyroidectomy  in  the  treatment 
of  papillary  and  follicular  thyroid  carcinoma. 
As  a result  of  their  studies  of  some  155  patients 
over  a 25 -year  period  of  time,  they  recommended 
lobectomy  as  the  therapy  of  choice.  According 
to  their  report,  neither  improved  survival  nor  de- 
creased local  recurrence  was  associated  with  total 
thyroidectomy.  Indeed,  there  was  a higher  inci- 
dence of  postoperative  morbidity  accompanying 
total  removal  of  the  glands  than  with  lobectomy. 
Their  data  seemed  to  confirm  the  relatively  good 
prognosis  in  patients  with  papillary  and  follicular 
carcinoma,  and  they  urged  a more  rational  ap- 
proach to  the  management  of  this  thyroid  cancer. 

The  presence  of  palpable  disease  in  the  opposite 
contralateral  lobe  is  an  indication  for  subtotal 
lobectomy  on  that  side,  after  which  any  residual 
tissue  can  be  ablated  by  radioactive  iodine.  In 
the  review  of  155  cases,  124  were  found  to  have 
papillary  tumors  and  31  had  follicular  tumors. 
When  elements  of  both  types  were  present,  the 
tumors  were  classified  as  papillary.  Twenty-six 
percent  of  the  patients  had  multicentric  tumors 
and  40%  of  this  group  had  lymph  nodes  metas- 
tases  at  the  time  of  the  initial  procedure.  En- 
larged lymph  nodes  were  removed  at  the  time  of 
surgery  enbloc  or  by  formal  radical  neck  dis- 
section. 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

'An  NCI-supported  agency  located  at  1200  Jefferson 
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A mean  follow-up  of  ten  years  in  the  155 
cases  was  achieved,  with  a five-year  follow-up  in 
more  than  70%  of  the  entire  group.  In  their 
series  the  presence  of  lymph  node  metastases  and 
thyroid  cancer  did  not  have  a significant  adverse 
effect  on  long-term  survival.  A survival  rate  of 
approximately  91%  was  realized  by  both  patients 
with  follicular  tumors  and  those  with  papillary 
tumors.  A total  thyroidectomy  did  not  seem  to 
improve  the  mortality  in  patients  with  multi- 
centric disease.  The  rate  of  local  recurrence 
following  total  thyroidectomy  was  17%,  and  the 
rate  of  local  recurrence  after  lobectomy  was 
12.7%. 

The  respective  treatment  groups  exhibited  no 
significant  difference  in  terms  of  age,  or  sex,  or 
extent  of  disease.  With  regard  to  postoperative 
complications,  six  of  29  patients  or  20.7%  de- 
veloped hypoparathyroidism  following  total  thy- 
roidectomy, and  the  complication  was  permanent 
in  four  of  the  cases.  There  was  one  instance 
of  recurrent  laryngeal  nerve  damage.  There  was 
a 24%  overall  incidence  of  serious  postoperative 
complications  in  this  group.  On  the  other  hand, 
only  three  patients  who  had  lobectomies  had  sig- 
nificant complications,  one  with  permanent  re- 
current laryngeal  nerve  injury  and  two  cases  of 
transient  hypothyroidism.  This  means  that  the 
complication  rate  with  lobectomy  was  only  one- 
tenth  of  that  seen  with  total  thyroidectomy.  Con- 
clusion: The  use  of  total  thyroidectomy  in  the 
treatment  of  papillary  and  follicular  thyroid  car- 
cinoma is  no  longer  indicated. 

Street;,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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We  are  proud  of  the  fact  that  we  have  been  able 
to  provide  high  quality  laboratory  tests  with- 
out following  the  trend  of  other  medical  services 
which  have  more  than  doubled  in  cost  since  1967. 
Sure,  our  costs  have  gone  up  as  inflation  increased 
the  cost  of  our  electric,  heating  fuels,  supplies  and 
other  expenses,  but  our  increases  are  limited  to  those 
kinds  of  uncontrollable  changes  our  economy  has 
experienced  in  recent  years.  Also,  our  labor  costs 
have  increased  as  wages,  salaries,  and  benefits  have 
been  adjusted  to  allow  the  people  who  work  at  Pro- 
fessional Clinical  Laboratories  to  keep  up  with  in- 
flation. This  means  we  do  have  to  work  hard  to  keep 
costs  down.  The  PCL  System  is  working  to  help  you 
fight  inflation  in  your  personal  and 
family  health  care  costs,  a'nd  the 
figures  prove  it. 

So  if  you  are  a patient  looking  for  a 
dependable  laboratory,  consider  Pro- 
fessional Clinical  Laboratories.  If  you 
are  a physician  who  needs  daily  pick- 
ups at  the  office  and  prompt  reporting, 
or  a business/government  entity  look- 
ing to  lower  your  medical  cost  for  em- 
ployees, consider  our  record  of  per- 
formance and  cost  containment  when 
you  look  at  your  budget  expenses.  Our 
customer  representative  will  provide 
the  information  you  would  need  to 
decide  how  you  can  improve  your 
expenses  chart  next  year. 


1974  1975  1976  1977  1978 


Clinical  Labs 

1701  Shallcross  Avenue 
WILMINGTON,  DE  19806 
(302)  655-7268 


CONTINUING  MEDICAL  EDUCATION 


With  the  adoption  of  the  revised  Bylaws  by  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  in  1978,  continuing  medical  education  became  a 
requirement  for  active  and  associate  members  of  this  Society.  Each  member  is 
required  to  fulfill  at  least  50  hours  of  Category  I continuing  medical  education  over 
a three-year  period.  The  applicable  bylaw  is  on  page  9 of  the  Bylaws,  which  are 
found  in  the  back  of  the  red  1979  Pictorial  Roster  published  by  the  Medical  Society 
of  Delaware. 

Physicians  who  have  been  certified  in  the  past  on  a voluntary  basis  will  continue 
on  a cycle  that  they  have  already  established.  Physicians  new  to  the  system  must 
adhere  to  the  requirement  that  became  effective  as  of  January  1,  1979.  We  are 
now  in  the  second  year  of  the  three-year  cycle. 

Physicians  are  requested  to  select  a hospital  as  their  primary  reporting  place  for 
their  Category  I credit.  Most  Delaware  hospitals  have  agreed  to  collect  and  then 
report  annually  to  the  Medical  Society  of  Delaware  the  credit  hours  submitted  to 
them.  If  you  do  not  have  a hospital  affiliation,  documentation  must  accompany 
the  form  which  you  will  submit  directly  to  the  Medical  Society  of  Delaware. 

Documentation  for  credits  other  than  Category  I may  be  requested. 

At  the  end  of  the  three-year  cycle  physicians  with  fewer  than  50  hours  of 
Category  I CME  credits  will  be  suspended  from  membership  in  this  Society  until 
such  time  as  the  requirements  are  met.  The  suspended  member  will  not  be  entitled 
to  exercise  any  of  the  rights  and  privileges  of  membership  during  the  period  of 
suspension,  but  will  still  be  liable  for  full  dues  and  assessments. 

Reporting  forms  will  be  included  in  the  next  Newsletter  for  those  who  wish  to 
report  directly  to  the  Medical  Society  of  Delaware. 
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Just  a Reminder... 

What  Blue  Cross  and  Blue  Shield  of  Delaware  does  not  cover. 

Blue  Cross  and  Blue  Shield  benefits  are  comprehensive  — 
but  there  are  limits.  Why?  With  restrictions,  health  benefits  are 
expensive.  Without  limits,  they'd  be  unaffordable. 

And,  all  of  us  have  an  interest  in  keeping  health  benefits 
affordable. 

What  is  not  covered?  Limits  are  spelled  out  in  virtually  all 
Blue  Cross  and  Blue  Shield  benefits  books  and  contracts.  But  — 
just  as  a reminder — we’ll  be  using  this  space  incoming  months 
to  discuss  procedures  and  services  which  are  not  covered. 

This  month:  Cosmetic  Surgery.  All  services  rendered  in 
connection  with  elective  surgery  are  excluded  from  coverage. 
Some  examples: 

• Face  lifts  for  aging  skin. 

• Removal  of  excess  skin  anywhere  on  the  body  due  to 
weight  loss. 

• Rhinoplasty. 

In  coming  months  we’ll  discuss  other  Blue  Shield  coverage 
limitations. 


Blue  Cross 
Blue  Shield 

of  Delaware 


We’re  working  hard  to  control  health  care  costs. ..so  help  us. 
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ACETAMINOPHEN  OVERDOSAGE:  A Case 
Presentation  and  Review  of  Current  Therapy 


Acetaminophen  has  been  noted  to  cause  both 
acute  hepatic  necrosis  with  progression  to  hepatic 
encephalopathy  and  chronic  hepatotoxicity  with 
chronic  therapeutic  intake.1  This  paper  describes 
an  unusual  presentation  of  acetaminophen  toxicity 
and  discusses  present  recommended  treatment. 

Case  Report 

The  patient,  a 46-year-old  white  female,  had  a 
long  history  of  severe  episodic  headaches,  which 
exacerbated  ten  days  prior  to  admission.  For  this 
reason,  she  had  been  taking  glutethimide  (750 
mg/24  hrs),  aspirin  ( 2.5-4. 0 gm/24  hrs),  aceta- 
minophen (6-10  gm/24  hrs),  and  codeine  (0.6- 
1.0  gm/24  hrs)  daily  for  one  week  before  admis- 
sion. At  4 a.m.  on  the  morning  of  admission  she 
complained  of  being  weak,  and  by  7 a.m.  she 
was  unarousable.  There  was  no  past  history  of 
renal,  hepatic,  or  cardiac  disease,  or  of  diabetes 
mellitus.  One  year  prior  to  admission,  she  was 
hospitalized  for  an  aspiration  pneumonia  with 
abscess  formation  following  a glutethimide  over- 
dose. 

By  the  time  she  presented  to  the  emergency 
room  she  was  stuporous.  Her  respiratory  rate 
was  increased  to  35/min.  Blood  pressure  initially 
was  100/80  mmHg  and  pulse,  120/min.  There 
were  no  signs  of  trauma.  Neurologic  examina- 
tion revealed  that  she  responded  to  deep  pain; 
there  was  no  seizure  activity.  Her  pupils  were 
mid-point,  equal,  and  sluggishly  reactive.  There 
was  no  dysconjugate  gaze;  doll’s  eyes  were  present. 

Dr.  Leibowitz  is  a senior  medical  resident  at  the  Wilmington 
Medical  Center. 

Dr.  Kuhn  is  Assistant,  Department  of  Medicine,  Section  of 
Nephrology,  at  the  Wilmington  Medical  Center. 


Howard  Leibowitz,  M.D. 

Joseph  A.  Kuhn,  M.D. 

The  funduscopic  and  otoscopic  examinations  were 
unremarkable.  The  neck  was  supple.  The  ex- 
tremities were  flaccid  with  symmetrical  withdrawal 
upon  application  of  pain.  The  deep  tendon  re- 
flexes were  diminished  but  equal  bilaterally;  plan- 
tar reflex  was  flexor. 

Admission  laboratory  work  included  these  re- 
sults: glucose,  5 mg/dl;  sodium  143  mEq/L;  po- 
tassium, 4 mEq/L;  chloride,  102  mEq/L;  CO2,  5 
mM/L;  urea  nitrogen,  9 mg/dl;  creatinine,  1.8 
mg/dl.  Prothrombin  time  was  29  seconds  (con- 
trol of  12  seconds);  hemoglobin,  8 gm/dl;  hema- 
tocrit, 23%;  SGOT,  2180  IU/L  (Normal,  <30); 
LDH,  1680  IU/L  (Normal,  50-100);  alkaline 
phosphatase,  144  IU/L  (Normal,  30-110);  total 
bilirubin,  1.5  mg/dl  (Normal,  0. 2-1.3),  albumin, 
2.7  gm/dl  (Normal,  3. 6-5. 2);  total  protein,  4.4 
gm/dl.  Arterial  blood  gases  were  pH  7.11  (Nor- 
mal, 7.34-7.45);  total  CO2,  5mEg/L  (Normal, 
24-32);  PCO2,  14  mmHg;  PO2,  120  mmHg.  The 
serum  drug  screen  was  reported:  codeine,  large 
(not  quantitated);  glutethimide  0.7  mg/dl  (0.1- 
0.25  therapeutic,  1-8  toxic,  3-10  ug/dl  lethal); 
alcohol,  negative;  acetylsalicylic  acid,  14  mg/dl; 
acetaminophen,  trace. 

Electrocardiogram  demonstrated  sinus  rhythm 
with  occasional  premature  ventricular  contrac- 
tions; T-wave  inversion  and  ST  depression  were 
noted  in  leads  II,  III,  avF,  V4-V6. 

Initial  therapy  included  gastric  lavage  with  acti- 
vated charcoal.  Fifty  grams  of  dextrose  and  0.8 
mg  of  naloxone  were  administered  intravenously 
with  no  improvement  in  the  level  of  consciousness. 
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Acetaminophen  Overdose — Leibowitz 


Her  blood  pressure  slowly  dropped  to  80/50 
mmHg  without  response  to  volume  expansion. 
Dopamine  infusion  was  begun  (5/xg/kg/min),  and 
223  mEq  of  sodium  bicarbonate  was  given  over 
the  first  hour,  which  raised  the  arterial  pH  to 
7.28.  Over  the  ensuing  seven  hours  the  patient 
awakened  although  she  required  24  hours  for 
stabilization  of  her  blood  pressure. 

Hepatic  encephalopathy  (stage  I-II)  developed 
with  agitation,  confusion,  hyperreflexia,  and  as- 
terixis  at  24  to  48  hours  after  admission,  for 
which  Lactulose  was  administered.  EEG  was 
compatible  with  metabolic  encephalopathy;  brain 
scan  was  normal. 

In  spite  of  adequate  vigorous  hydration  (cen- 
tral venous  pressure  elevated  to  23  mm/H20)  and 
intravenous  furosemide,  she  also  had  a brief  period 
of  oliguria  with  a rising  urea  nitrogen  level.  The 
urine  sodium  was  12  mEq/L;  urine/plasma  urea 
ratio,  63:1;  and  urine/plasma  creatinine  ratio, 
42:1.  A diagnosis  of  hepato-renal  syndrome  was 
made,  which  improved  as  her  hepatic  failure  re- 
solved. 

Over  the  next  week,  the  electrocardiographic 
changes  and  the  renal  function  returned  to  normal, 
and  the  hepatic  enzymes  gradually  decreased  to 
normal.  Forty-eight  hours  after  clearing  the 
hepatic  encephalopathy,  she  developed  an  acute 
psychosis  with  disorientation,  paranoia,  and  de- 
lusional thinking  that  gradually  abated  without 
treatment.  She  was  discharged  12  days  following 
admission. 

Comment 

This  case  history  illustrates  several  interesting 
points.  Initially,  before  adequate  information  was 
obtained,  the  patient  was  thought  to  have  taken 
a glutethimide  overdose.  The  presence  of  hypo- 
glycemia, abnormal  clotting  studies,  and  abnormal 
hepatic  enzymes  indicated  acute  hepatic  necrosis, 
which  is  often  associated  with  the  ingestion  of 
acetaminophen.  The  hepatic  necrosis  is  thought 
to  be  an  acute  superimposition  on  a chronic  pro- 
cess. Because  hepatic  damage  had  apparently 
already  occurred  and  the  plasma  acetaminophen 
levels  were  at  that  point  low,  therapy  with  N- 
acetylcysteine  and  dialysis  or  hemoperfusion  were 
not  employed.  The  hypoglycemia  observed  was 
probably  due  to  a lack  of  glycogenolysis  associ- 
ated with  hepatic  failure.  The  metabolic  acidosis 
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probably  represented  lactic  acidosis  secondary  to 
a combination  of  hepatic  failure,  hypoglycemia, 
and  hypotension. 

Discussion 

Acetaminophen  (Paracetamol  in  the  British 
literature)  has  been  increasingly  abused  for  sui- 
cidal purposes  in  this  country,  as  it  had  previously 
been  abused  in  the  United  Kingdom.  Large  over- 
doses can  cause  hepatic  necrosis,  renal  failure, 
metabolic  acidosis,  profound  hypoglycemia,  and 
myocardial  damage.2 

The  clinical  effects  of  acetaminophen  overdose 
include:  nausea,  vomiting,  and  anorexia  begin- 
ning several  hours  after  the  initial  overdose  and 
sometimes  lasting  up  to  seven  days;  coma  second- 
ary to  a combination  of  ingested  drugs,  hepatic 
encephalopathy,  or  hypoglycemia;  hypoglycemia 
seen  initally  or  up  to  several  days  later;2  metabolic 
acidosis,2  epigastric  pain,  hepatic  necrosis  (day 
2-4);  and  jaundice  (day  6-8 ).3-4 

Prior  to  renal  excretion,  most  acetaminophen 
is  metabolic  in  the  liver  by  conjugation  with 
glucuronides  and  sulfates.  A minor  metabolic 
pathway  involves  the  metabolism  of  acetamino- 
phen into  a highly  reactive  electrophilic  intermedi- 
ate, which  is  inactivated  by  glutathione.5  When 
large  doses  of  acetaminophen  are  ingested,  the 
glucuronide  and  sulfate  pathways  are  saturated, 
and  increasing  amounts  of  acetaminophen  utilize 
the  minor  pathway.  Activation  of  the  cytochrome 
P-450  microsomal  enzyme  system  by  phenobar- 
bitol,  ethyl  alcohol,  or  glutethimide  causes  an  in- 
crease in  metabolism  of  acetaminophen  to  the 
electrophilic  intermediate.6  Once  glutathione  is 
saturated,  the  electrophilic  intermediate  covalently 
binds  to  hepatic  cell  proteins,  causing  hepatic 
necrosis.6 

The  severity  of  hepatotoxicity  depends  upon 
quantity  ingested,  initial  plasma  level,  prolonged 
half  life,  and  ingestion  in  addition  to  acetamino- 
phen of  other  drugs  inducing  the  cytochrome  P- 
450  system.  The  central  lobular  necrosis  noted 
on  liver  biopsy  is  usually  totally  reversible  if  the 
patient  survives  the  initial  episodes.7 

A dose  of  15  grams  of  acetaminophen  in  a 
healthy  person  is  considered  potentially  lethal. 
The  minimum  dose  capable  of  causing  hepatic 
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damage  alone  is  thought  to  be  5.8  grams.  Ten 
grams  or  less  are  potentially  lethal  if  the  patient 
has  increased  cytochrome  P-450  activity.4  Critical 
serum  levels  of  acetaminophen  are:  300  // g/ml  4 
hours  after  ingestion,  50  //.g/ml  12  hours  after  in- 
gestion, or  a serum  half  life  greater  than  4 hours.8 
The  usual  therapeutic  serum  level  is  9 //g/ml. 

Treatment  of  acetaminophen  overdose  was 
mainly  supportive  until  the  pioneering  work  of 
Mitchell.5  Antagonists  of  acetaminophen  include: 
mercaptamine  (cysteamine),  methionine,  penicil- 
lamine, dimercaprol,  and,  most  recently,  N-acetyl- 
cysteine  (NAC).  The  two  most  widely  utilized 
drugs  at  present  include  mercaptamine  and  NAC. 
For  the  treatment  of  acetaminophen  overdosage, 
NAC,  a simple  derivative  of  a natural  amino  acid 
cysteine,  is  currently  approved  in  the  United  States 
for  investigational  use  only.  It  is  currently  mar- 
keted for  inhalation  use  as  Mucomyst,  a mucolytic 
agent.  If  NAC  is  administered,  charcoal  or  cath- 
artics should  probably  not  also  be  administered 
as  they  may  interfere  with  its  absorption.  The 
dose  most  frequently  recommended  is  140  mg/kg 
as  a loading  dose,  and  then  80  mg/kg,  every  eight 
hours  for  several  days.9  The  main  adverse  side 
effects  of  NAC  are  nausea,  vomiting,  and  a slight 
increase  in  blood  pressure.10  Mercaptamine  causes 
a higher  incidence  of  more  severe  side  effects, 
mainly  GI  and  CNS.  Methionine,  no  longer 
used,  occasionally  precipitates  hepatic  encephalo- 
pathy. 


NON  PROPRIETARY  NAMES  AND 
TRADEMARKS  OF  DRUGS 


Acetaminophen  (Paracetamol) 

— Tylenol 

Glutethimide 

— Doriden 

Naloxone  hydrochloride 

— Narcan 

Dopamine 

— Intropin 

Lactulose 

— Cefulax 

Mercaptamine  (Cysteamine) 
N-acetylcysteine  (NAC) 

— Mucomyst 

Furosemide 

— Lasix 

Like  methionine  and  mercaptamine,  NAC  is 
thought  to  inactivate  the  toxic  electrophilic  inter- 
mediate as  a glutathione  analogue.  It  prevents 
hepatic  necrosis  by  acting  as  an  “electrophilic 
scavenger.”11 


Although  the  theory  of  altered  covalent  binding 
seems  sound  theoretically,  data  from  Gerber  indi- 
cate that  the  mechanism  of  action  is  possibly  quite 
different.11  Acetaminophen  is  protein  bound 
within  two  hours,  yet  NAC  administered  four 
hours  later  is  still  able  to  minimize  hepatotoxicity. 
After  ten  hours,  the  toxic  effect  of  acetaminophen 
has  probably  irreversibly  occurred,  and  treatment 
is  probably  of  no  benefit  from  a theoretical  as 
well  as  an  experimental  standpoint. 

A study  in  mice  indicated  that,  unlike  mercap- 
tamine, NAC  is  both  safe  and  effective  when  ad- 
ministered several  hours  after  an  acetaminophen 
overdose.12  These  mice  ingested  1500  mg/kg  of 
acetaminophen  and  then  were  given  0,  300,  600, 
and  1200  mg/kg  of  NAC  one  hour  later.  The 
seven  day  survival  was,  respectively,  4/15  (27%  ), 
9/15  (60%),  14/15  (93%),  and  15/15  (100%). 
This  same  study  demonstrated  the  safety  of  NAC, 
as  25  mice  who  ingested  6 g/kg  suffered  no  mor- 
tality and  only  transient  hypoactivity.  This  is  in 
comparison  to  mercaptamine,  which  has  an  LDso 
of  649  mg/kg.  Patients  ingesting  20-50  mg/kg/ 
day  of  NAC  over  several  years  for  the  treatment 
of  cystinuria  suffered  no  noticeable  toxicity.13 

The  largest  studies  on  the  efficacy  of  various 
treatments  include  that  of  Clark,  which  involved 
60  patients  with  acetaminophen  overdoses,  includ- 
ing 49  who  developed  liver  disease.14  Twelve 
(20% ) who  were  given  supportive  treatment  only, 
died.  Proudfoot  and  Wright  reported  37  patients 
(supportive  treatment  only),  including  17  who 
developed  liver  disease;  only  one  patient  died.2 
James’s  study  involved  54  patients,  including  29 
who  developed  liver  disease  and  three  who  died.15 
Eleven  of  James’s  patients  were  treated  with  mer- 
captamine, which  could  account  for  the  lower  mor- 
tality. 

Most  investigations  which  have  used  NAC  re- 
port that  it  exhibits  a definite  benefit  when  treat- 
ment is  begun  within  ten  hours  of  acetaminophen 
intake.3’812  The  role  of  dialysis  and  hemoperfusion 
in  acetaminophen  overdosage  is  uncertain.  Be- 
cause of  differences  in  study  conditions,  such  as 
blood  flow  rates  and  types  of  dialyzers,  it  is  diffi- 
cult to  make  comparisons.  Relative  reported 
clearances  of  acetaminophen  via  peritoneal  di- 
alysis, hemodialysis,  and  hemoperfusion  approxi- 
mate 3 cc/min,  120  cc/min,  and  190  cc/min,  re- 
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spectively.1618  In  spite  of  these  relatively  good 
removal  rates  with  hemodialysis  and  hemoper- 
fusion,  a control  study  with  charcoal  hemoper- 
fusion  in  acetaminophen  poisoning  failed  to  show 
its  benefit  over  other  modes  of  therapy.19  Theo- 
retically, removal  by  dialysis  of  acetaminophen 
and  its  toxic  metabolite  should  be  beneficial;  cer- 
tainly, to  be  of  help,  dialysis  or  hemoperfusion 
must  be  instituted  early. 

In  summary,  the  current  treatment  of  suspected 
acetaminophen  overdose  should  be  by  N-acetyl- 
cysteine  (NAC)  as  soon  as  possible,  preferably 
within  ten  hours  of  acetaminophen  ingestion. 
NAC  has  been  shown  to  be  of  significant  benefit 
with  negligible  side  effects,  although  no  double 
blind  study  has  yet  been  reported.  In  the  US, 
NAC  is  still  an  investigational  drug  for  this  pur- 
pose, and  informed  consent  is  thus  necessary 
before  its  use. 
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INTRACELLULAR  TEMPERATURE 
Another  Theory  of  Carcinogenesis 


John  H.  Foulger,  M.D.,  Ph.D. 


Almost  65  years  have  passed  since  Yamagiwa 
and  Ichikawa  succeeded  in  inducing  skin  cancers 
on  the  ears  of  rabbits  by  painting  them  with  coal 
tar.  This  success  seemed  to  open  the  way  to 
laboratory  study  of  the  mechanisms  involved  in 
cancer  induction.  Chemical  isolation  of  the  active 
carcinogen  in  coal  tar  and  skillful  synthesis  of 
structurally  similar  new  compounds  provided  am- 
ple material  for  tests  on  laboratory  mice  and  rats. 
An  unexpected  obstacle  was  found  in  the  resist- 
ance of  laboratory  stock  to  cancer  induction.  This 
was  overcome  by  culling  the  few  mice  and  rats  in 
which  tumors  were  induced,  and  inbreeding  them 
for  as  many  as  twenty  brother- sister  generations 
to  produce  animals  in  which  tumors  could  be  in- 
duced almost  at  will. 

The  very  ease  with  which  chemical  after  chemi- 
cal could  be  tested  for  carcinogenicity,  and  the 
temptation  to  search  for  a specific  chemical  struc- 
ture which  might  be  the  active  carcinogen,  diverted 
attention  from  the  primary  goal — the  search  for 
the  mechanism  by  which  an  apparently  normal 
somatic  cell  could  become  a source  of  cancer. 

That  primary  goal  is  still  to  be  reached,  and  it 
does  not  seem  that  it  is  being  sought  with  great 
diligence.  Yet  without  knowledge  of  the  mecha- 
nism for  cancer  induction,  no  rational  basis  can 
exist  for  programs  of  prevention  or  therapy. 

I have  observed  medical  research  programs  for 
nearly  sixty  years  and  have,  at  times,  been  quite 
closely  associated  with  problems  of  industrial 
cancer.1  It  seems  to  me  that  the  stumbling  block 
in  the  path  of  progress  is  the  dogma,  introduced 
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at  least  a quarter  of  a century  ago  and  still  taught 
in  textbooks  of  histology,  that  there  exists  a “can- 
cer cell.”  One  text  states,  “Cancer  is  a disease 
which  results  from  some  body  cell  or  cells  ex- 
periencing an  alteration  in  character,  an  altered 
nature  that  is  passed  on  to  all  its  or  their  cellular 
descendants.”2  The  text  goes  on  to  say,  “There 
are  such  things  as  particular  types  of  chemicals 
that  somehow  are  able  to  affect  the  nucleopro- 
teins  of  cells  so  that  without  the  cells  being  des- 
troyed their  genetic  properties  are  altered.” 

This  dogma  has  been  taught  for  at  least  25 
years.  A considerable  proportion  of  physicians 
now  practicing,  including  many  engaged  in  cancer 
research,  has  been  indoctrinated  in  it.  It  is  an 
extension  of  the  experience  of  the  Pasteur-Koch 
era  when  most  important  human  diseases  were 
caused  by  foreign  organisms,  often  unicellular. 
But  the  so-called  “cancer  cell”  fails  to  conform 
to  Koch’s  postulates.  It  cannot  be  isolated, 
grown  in  pure  culture,  nor  injected  into  experi- 
mental subjects  to  produce  a cancer  of  the  same 
type  as  that  from  which  it  was  derived. 

No  one  has  ever  seen  the  cell  which  allegedly 
initiates  the  cell-population  “explosion”  and  pro- 
duces a malignancy.  Its  existence  and  the  prop- 
erties it  supposedly  transmits  to  descendant  cells 
are  purely  speculative.  Yet  this  theory  has  domi- 
nated cancer  research,  forcing  attention  to  the 
search  for  a myth  at  very  great  cost  in  man-hours 
and  dollars,  and  away  from  close  consideration  of 
the  basic  biological  aberration  which  leads  to 
cancer. 

A cancer  develops  when  a somatic  cell  or 
group  of  cells  goes  through  the  processes  of  mi- 


Del  Med  Jrl,  Mar  1980 — Vol  52,  No  3 


141 


Intracellular  T emperature — Foulger 

tosis  and  cell  division  with  such  an  unusual  fre- 
quency that  the  cell  progeny  embarrasses  the 
neighboring  cells  and  tissues,  at  first  spatially  and 
later  physiologically.  No  evidence  exists  that  any 
factors  in  the  mechanisms  of  mitosis  and  cell  di- 
vision are  abnormal;  the  sole  proven  abnormality 
is  their  increased  frequency. 

The  key  questions  facing  the  investigator  are: 
What  is  the  purpose  of  mitosis  and  cell  division? 
What  signal  instigates  mitosis?  How  can  the 
frequency  of  “tolling”  of  this  signal  be  changed? 

None  of  these  questions  can  be  answered  by 
study  of  microscopic  slides.  The  morphologic 
pattern  on  the  slides  may  be  extremely  complex, 
but  the  mechanism  of  change  of  frequency  of  the 
signal  for  mitosis  may  be  very  simple.  Study 
of  the  slides  will  not  tell  whether  this  signal 
comes  from  within  the  cell  body  or  from  without. 

My  editorial  entitled  “The  Mechanism  of 
Chemical  Induction  of  Cancer”3  presented  an- 
swers to  the  “key”  questions,  based  upon  the 
Second  Law  of  Thermodynamics,  and  considera- 
tion of  the  simplest  possible  conditions  under 
which  a normal  cell  could  be  induced  to  change 
the  time  schedule  of  mitosis  without  change  in 
the  structure  of  the  cell  or  in  adherence  to  its 
genetic  instructions.  In  brief  these  answers  were: 

(a)  The  purpose  of  mitosis  and  cell  division 
is  to  replace  aging  cells  by  new  ones  cap- 
able of  restoring  the  level  of  energy  output 
required  by  the  tissue  of  which  the  cell 
is  a part. 

(b)  The  signal  for  onset  of  mitosis  is  the  fall 
of  intracellular  and  intercellular  tempera- 
ture below  a value  genetically  set  for  each 
cell  type. 

Under  normal  conditions,  the  somatic  cell  op- 
erates within  a narrow  temperature  range.  This 
results  from  the  economy  of  the  cell  operations 
supported  by  protection  against  loss  of  heat  af- 
forded by  an  “insulating”  membrane,  the  base- 
ment membrane,  which  surrounds  groups  of  cells 
of  the  same  type  in  all  tissues.  This  membrane 
is  composed  of  polysaccharides,  containing  galac- 
tose and  glucose.  It  is  comparable  to  cellulose 
as  a non-conductor  of  heat  and  electricity. 

Any  factor,  physical  or  chemical,  which  re- 
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duces  the  insulating  capacity  of  this  membrane 
will  hasten  the  fall  of  intracellular  and  intercellular 
temperatures  toward  the  “set”  point  at  which 
mitosis  and  cell  division  are  initiated.  The  only 
genetic  factors  involved  in  this  simple  theory 
are  the  placement  and  composition  of  the  insulat- 
ing membrane  and  the  “cooling-curve”  and  “set” 
point  of  the  cell,  controlling  the  onset  of  mitosis. 

This  theory  points  directly  to  two  rational  ap- 
proaches to  therapy  and  prevention  of  cancer. 
Mitosis  involves  exothermic  chemical  reactions. 
Such  reactions  would  be  slowed  or  even  com- 
pletely stopped  by  application  of  heat  sufficient 
to  keep  intracellular  and  intercellular  temperatures 
of  those  cells  within  the  enclave  of  the  impaired 
insulating  membrane  above  the  upper  limit  of  the 
normal  range.  This  brings  rational  treatment  into 
the  field  of  physical  therapy,  quantitative  and 
controllable,  in  contrast  to  the  present  hit  or  miss 
therapy  which  attempts  to  kill  the  “cancer  cell” 
with  minimal  damage  to  normal  cells.  This  ap- 
proach to  cancer  prevention  would  involve  intense 
study  of  the  dietary  and  metabolic  factors  that 
produce  polysaccharide  membranes. 

My  theory  is  supported  by  a number  of  ap- 
parently unrelated  facts: 

The  most  potent  cause  of  the  commonest 
human  cancer,  skin  cancer,  is  ultraviolet  irradia- 
tion. Ultraviolet  rays  cause  breakdown  of  poly- 
saccharide films. 

While  my  editorial  in  the  Delaware  Medical 
Journal 6 was  still  in  press,  the  New  England 
Journal  of  Medicine  published  a report  of  a galac- 
tosyl-transferase isoenzyme  in  sera  of  patients  with 
a variety  of  cancers.4  It  was  absent  from  sera 
of  non-cancer  patients,  and  when  present  in  can- 
cer sera  its  activity  appeared  to  be  related  to  the 
stage  of  the  cancer.  Such  an  enzyme  would  sug- 
gest breakdown  of  a polysaccharide  of  the  type 
postulated  to  be  my  “insulating”  membrane. 

Ascorbic  acid  is  involved  in  the  maintenance 
of  polysaccharide  membranes.  Ascorbic  acid  is 
reported  to  be  of  assistance  in  prevention  of 
urinary  bladder  tumors.5 

In  recent  months  much  attention  has  been  given 
to  whole  body  hyperthermia  as  an  adjunct  to 
chemotherapy.6  This  procedure  is  rational  under 


my  theory  of  the  triggering  of  mitosis  by  a fall 
of  intracellular  and  intercellular  temperatures  be- 
low a “set”  point.  In  such  studies  attention  has 
focused  on  the  risk  of  heat  exhaustion  in  patients 
of  the  age  and  poor  physical  condition  of  cancer 
patients  who  might  be  benefitted  by  heat  treat- 
ment. Ascorbic  acid  has  been  found  useful  in 
preventing  heat  prostration  in  young,  active,  in- 
dustrial workers.7 

Increased  activity  in  investigation  of  “familial 
cancer”  has  disclosed  the  presence  of  neoplasms 
of  dissimilar  cell  types,  and  even  cancer  in  child- 
hood in  a single  family.8  The  picture  has  become 
so  confusing,  when  viewed  from  the  dogma  of 
the  “cancer  cell,”  that  one  worker  in  the  field 
of  genetics  recently  wrote,  “Cancer  may  be  an 
inherent  hazard  of  our  multicellular  state  and  the 
process  of  aging  . . . and  its  conquest  an  illusion.”9 

Abandonment  of  the  “cancer  cell”  dogma  and 
acceptance  of  the  suggested  simple  mechanism  of 
induction  of  the  “population  explosion,”  which 
ends  in  cancer,  could  dispel  this  pessimism.  The 
sole  component  in  my  scheme,  which  might  be  so 
influenced  by  heredity  as  to  cause  unequal  risk 
of  developing  cancer,  is  the  placement  and  exten- 
sion of  protection  against  heat  loss  afforded  by 
the  insulating  polysaccharide  membrane.  The 
maintenance  of  the  membrane  would  be  depend- 
ent upon  carbohydrate  metabolism  as  it  involves 
polysaccharides.  This  would  be  specially  impor- 
tant during  the  early  years  of  life,  before,  “en- 
vironmental” factors  or  the  natural  processes  of 
aging  become  significant.  Under  this  scheme, 
the  rare  instances  of  childhood  neoplasms  might 
involve  intrauterine  or  neonatal  malnutrition  or 
medication. 

If  the  impairment  of  the  capacity  of  the  poly- 
saccharide membrane  to  prevent  loss  of  heat  be 
likened  to  the  obverse  of  a coin,  the  reverse — 
abnormally  increased  insulation — is  interesting. 
If  cells  and  groups  of  cells  within  the  enclave 
of  such  a membrane  were  maintained  at  a tem- 
perature always  above  that  which  triggers  mitosis, 
there  could  be  no  renewal  of  the  cell  population 
and  no  cell  differentiation.  There  would  be  no 
further  growth  of  the  tissues  in  which  these  cells 
were  located. 

This  means  of  suppressing  mitosis  could  oper- 
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ate  if  production  of  polysaccharide  membranes 
increased  to  a degree  which  reduced  heat  loss 
from  cells  and  cell  groups  to  abnormally  low 
levels.  Such  a situation  could  be  a factor  in  the 
teratogenic  action  of  thalidomide.  This  sugges- 
tion is,  of  course,  purely  speculative,  but  it  is 
worth  testing.  The  banning  of  the  use  of  this 
drug  for  administration  to  pregnant  women  should 
not  prevent  its  study  as  a possible  anticarcinogen. 

The  question  of  possible  therapeutic  improve- 
ment of  the  insulating  ability  of  a polysaccharide 
membrane  is  pertinent.  It  is  interesting  that  here 
might  lie  a use  for  compounds  such  as  amygdalin, 
now  on  the  “condemned  list”  of  cancer  therapies 
by  adherents  of  the  “cancer-cell”  dogma.  Amyg- 
dalin and  similar  compounds  break  down  in  vivo, 
liberating  glucose,  which  when  freshly  formed 
might  polymerize  and  perhaps  reinforce  the  im- 
paired insulating  polysaccharide  membrane.  It 
should  be  noteworthy  that  amygdalin  is  concen- 
trated in  certain  beans  and  nuts,  the  “seeds”  of 


future  vegetables  and  trees.  It  is  a building  ma- 
terial, not  a waste  product. 

A viable  theory  should  be  simple  and  should 
open  up  new  avenues  of  thought  and  practical 
investigation.  I submit  that  my  hypothesis  of 
defective  insulation  against  heat  loss  as  the  cause 
of  unusual  and  dangerous  increased  frequency 
of  mitosis  and  cell  division  fulfills  these  require- 
ments. 
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There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 
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and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 
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THE  INTRODUCTION  OF  LAPAROSCOPY 
IN  THE  PEOPLE’S  REPUBLIC  OF  CHINA 

On  February  23,  1979,  I had  the  opportunity 
to  introduce  operative  laparoscopy  into  the  Peo- 
ple’s Republic  of  China.  The  journey  there  had 
been  a very  long  one. 

In  1966,  Aid  for  International  Medicine,  Inc. 
(AIM)  initiated  contacts  with  the  Chinese  and 
various  interested  Americans,  such  as  W.  O. 
Douglas  and  Paul  Dudley  White,  offering  volun- 
teer medical  teaching  programs.  For  many  years 
there  was  no  encouragement.  In  1973  a lost  op- 
portunity occurred  when,  while  I was  working  in 
Indochina,  I missed  the  Chinese  observer  at  the 
United  Nations  who  was  looking  for  me  to  go  to 
Peking. 

In  February  1979  Dr.  Jack  Lange,  President  of 
Lange  Medical  Publications  of  Los  Altos,  Cali- 
fornia, and  Vice  President  of  AIM,  and  I joined 
a small  non-medical  tour  to  China  which  appeared 
flexible  enough  for  our  needs.  Dr.  Lange,  who 
had  made  two  trips  to  China  in  1978  in  the  in- 
terests of  medical  education,  alerted  Chinese 
colleagues  we  were  coming.  With  numerous  in- 
vitations in  hand,  plus  a letter  of  introduction 
from  Senator  Kennedy  to  Dr.  Tu  Pao-Chung,  the 
Deputy  Secretary  General  of  the  Chinese  Medical 
Association,  we  arrived  in  Beijing. 

Dr.  Tu  received  us  cordially  and  offered  to  help 
in  expanding  non-governmental  exchanges  in 
medical  fields.  Dr.  Lange  and  I visited  the  Capi- 
tal Hospital,  China’s  top  referral  institution.  After 
rounds  and  clinical  discussions  on  patients  with 
many  unusual  disorders,  I was  taken  to  a room 


to  see  the  rarest  sight  in  all  of  China,  the  only 
known  laparoscopy  set  in  a country  of  nearly  a 
billion  people!  This  gift  from  the  United  States 
in  1972  had  been  delivered  by  Dr.  Michael  De- 
Bakey  of  Houston,  Texas,  but  no  instruction  was 
available.  The  Wolf  laparoscope  with  the  KLI 
(tri-control  assembly)  machine  was  in  perfect 
order.  Many  of  its  components  had  never  been 
used.  Although  the  set  may  have  been  used  for 
diagnosis,  no  operative  work  had  been  done.  With 
the  equipment  was  a copy  of  the  American  Asso- 
ciation of  Gynecologic  Laparoscopists  (AAGL) 
manual  of  laparoscopy.1  This  set  the  stage  for 
my  request  to  teach  laparoscopy,  a request  which 
was  rapidly  accepted. 

The  acting  co-directors  of  the  Department  of 
Obstetrics  and  Gynecology,  Dr.  Lien  Li  Chuan 
and  Dr.  Hsia  Tsung  Fu,  spoke  excellent  English 
and  translated,  but  none  of  the  other  personnel 
including  my  trainee,  Dr.  Hwang  Rong  Lie,  spoke 
English. 

The  first  two  patients  were  prepared  in  the 
usual  way.  After  explaining  the  sterilization  pro- 
cedures to  each  patient,  I was  thanked  by  each 
patient  for  my  cooperation  and  friendship  with 
the  Chinese  people.  Intravenous  fentanyl  (Sub- 
limaze-Critikon)  0.1  mg  (2  ml)  was  followed  by 
a periumbilical  field  block  with  15  ml  of  1% 
lidocaine  (Xylocaine-Astra).  Each  patient  was 
uneventfully  sterilized  via  the  laparoscope,  using 
a unipolar  technique  for  tubal  coagulation. 

The  third  patient  was  a twenty-three-year-old 
Chinese  girl  with  vaginal  agenesis.  This  young 
lady  was  most  apprehensive  when  I talked  with 
her  before  surgery.  No  preoperative  medicine 
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FIGURE  1 
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ACUPUNCTURE  ANESTHESIA  FOR  LAPAROSCOPY 
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Acupuncture  anesthesia  being 
given  by  electrical  stimulation 


had  been  administered.  My  request  for  anesthesia 
via  acupuncture  was  honored,  and  it  worked 
amazingly  well  while  I performed  a diagnostic 
laparoscopy  with  ovarian  biopsy. 

The  acupuncture  technique  was  as  follows  (Fig- 
ure 1): 

1.  Sanyinjiao  (on  both  sides) — 3 “cun”  above 
the  tip  of  the  medial  malleolus  just  posterior 
to  the  tibial  border.  The  points  were  per- 
pendicularly punctured  to  a depth  of  two 
inches. 

2.  Zusanli  (on  both  sides) — 3 “cun”  below 
“Dubi,”  one  finger  breadth  from  the  anterior 


crest  of  the  tibia.  To  find  the  point  “Dubi,” 
ask  the  patient  to  bend  the  knee;  the  point 
is  in  the  depression  below  the  patella,  lateral 
to  the  patellar  ligament.  Zusanli  was  punc- 
tured perpendicularly  0.5  to  1.2  inches. 

The  frequency  of  electric  stimulation  was 
about  800  pulse  per  minute.  The  intensity 
was  adjusted  so  that  the  patient  had  a good 
needling  response  (feeling  of  soreness,  dis- 
tention, and  heaviness)  and  obvious  trem- 
bling of  both  feet.  The  time  of  induction 
(ie,  from  the  start  of  needling  to  operation) 
was  twenty  minutes;  stimulation  continued 
throughout  the  operation. 


The  translator.  Dr.  Levinson,  Dr. 
Tu  Pao-Chung,  and  Dr.  Lange  in 
front  of  the  Chinese  Medical  As- 
sociation in  Peking 


Del  Med  Jrl,  Mar  1980— Vol  52,  No  3 


149 


Special  Reports 


Chinese  gynecologist  giving  acupuncture  anesthesia 
for  laparoscopy  patient 


The  following  day,  two  more  laparoscopic  steri- 
lizations were  done  under  local  anesthesia,  each 
being  immediately  preceded  by  a first  trimester 
aspiration  curettage  done  without  any  anesthesia. 
Both  patients  did  extremely  well. 

Before  leaving,  I had  the  privilege  of  meeting 
Dr.  Lin  Chiao-chih,  the  Director  of  Obstetrics  and 
Gynecology  at  the  Capital  Hospital,  who  is  also 
Vice  President  of  the  Chinese  Academy  of  Medi- 
cal Science.  Although  in  her  eighties  and  recover- 
ing from  a long  illness,  she  was  most  charming 
and  alert  and,  happily  for  me,  spoke  superb  Eng- 
lish. She  told  of  seeing  laparoscopy  demonstrated 
under  general  anesthesia  in  Europe  several  years 
before.  She  made  it  very  clear  that  China  had  no 
place  for  unnecessarily  complicated  methods,  and 
had  I not  wanted  to  operate  under  local  anes- 
thesia, my  teaching  effort  would  never  have  been 
permitted. 

During  its  initial  six  moths,  the  first  laparo- 
scopy clinic  in  China  performed  110  laparoscopic 
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procedures,  42  of  them  for  sterilization.  (Table 

1) 

Although  the  time  and  the  number  of  patients 
utilized  for  clinical  teaching  while  I was  there 
were  by  any  standard  very  limited,  I feel  the  data 
indicate  that  the  clinic  has  performed  extremely 
well.  Since  returning  home,  I have  corresponded 
with  my  new  Chinese  friends,  trying  to  help  with 
problems  by  personal  communication  and  send- 
ing pertinent  books  and  literature.  The  problem 
of  faulty  insufflation  has  apparently  now  been 
alleviated  by  the  provision  of  additional  appropri- 
ate literature  and  advice. 

On  September  14,  1979,  Clifford  R.  Wheeless, 
Jr.,  M.D.,  Director  of  the  Department  of  Obstet- 
rics and  Gynecology  at  the  Union  Memorial  Hos- 
pital in  Baltimore,  Maryland,  demonstrated 
laparoscopic  sterilization  under  local  anesthesia 
to  a visting  delegation  from  Anhui  Province, 
People’s  Republic  of  China.  I also  had  the  op- 
portunity to  share  my  laparoscopic  experiences  in 
China  with  his  visitors.  The  delegation  expressed 
great  enthusiasm  for  further  help  of  this  type  in 
managing  their  population  problem. 

Jordan  M.  Phillips,  M.D.,  Chairman  of  the 


TABLE  1 

LAPAROSCOPY:  FEBRUARY  23-AUGUST  31,  1979 


CAPITAL  HOSPITAL,  BEIJING, 

PEOPLE’S  REPUBLIC  OF  CHINA 

Sterilization  (Bilateral  Tubal  Coagulation)  42 
Ovarian  Cyst  and  Carcinoma  22 

Endometriosis  9 

Congenital  Absence  of  Vagina  and 

Intersex  Anomalies  8 

Chronic  Pelvic  Inflammatory  Disease  7 

Tubal  Pregnancy  and  Ruptured 

Corpus  Luteum  5 

Uterine  Myoma  4 

Tuberculous  Salpingitis  2 

Retroperitoneal  Tumor  1 

Other  Conditions  4 

Procedure  Failures  (Faulty  Insufflation 

into  Pre-peritoneal  Space)  6 


Total  cases  110 
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Board  of  the  AAGL,  has  made  two  recent  trips  to 
China;  both  he  and  his  laparoscope  were  most 
favorably  received.  On  the  occasion  of  his  second 
trip,  in  October  1979,  he  established  a laparo- 
scopic clinic  at  the  Peace  Hospital  in  Shanghai. 

In  the  past  decade  China  has  halved  its  growth 
rate;2  an  estimated  thirty-six  million  couples  are 
now  protected  by  surgical  sterilization.3  The 
“one-child  family”  was  a goal  of  the  1975-1979 
Five  Year  Plan,  but  in  spite  of  tremendous  strides 
in  family  planning  this  goal  will  not  be  met.  The 
introduction  and  spread  of  laparoscopy  may  help 
make  this  a realistic  goal  over  the  next  decade. 

AIM  has  received  an  official  invitation  from 


the  Chinese  government  to  return  to  teach  laparo- 
scopy. This  trip  is  planned  for  this  year;  a pro- 
ject comparing  acupuncture  and  local  anesthesia 
for  laparoscopy  will  be  included. 


John  M.  Levinson,  M.D. 


Dr.  Levinson  is  Associate  Professor  at  Jefferson  Medical  College, 
Senior  in  the  Department  of  Obstetrics  and  Gynecology  at  the 
Wilmington  Medical  Center,  and  President  and  Founder  of  Aid 
for  International  Medicine,  Inc. 

Adapted  from  a presentation  to  the  American  Association  of 
Gynecologic  Laparoscopists  at  the  Fourth  International  Congress. 
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2.  Chinese  growth  rate  halved  in  past  decade,  but  it’s  not  enough. 
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3.  Fourth  International  Conference  on  Voluntary  Sterilization. 
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IMPROVING  PHYSICIANS' 
EMPLOYMENT  AGREEMENTS 


Leif  C.  Beck,  LL.B.,  CPBC 
Vasilios  J.  Kalogredis,  J.D.,  CPBC 
Geoffrey  T.  Anders,  CPA,  J.D. 


In  our  capacities  as  consultants  and  attorneys 
for  doctors,  we  have  come  in  contact  with  many 
professional  corporations  whose  minute  books  are 
either  non-existent,  or  do  exist  but  were  last  up- 
dated many  years  ago  (often  going  as  far  back 
as  the  inception  of  the  corporation).  We  are 
particularly  alarmed  by  the  lack  of  up-to-date 
employment  agreements  between  professional  cor- 
porations and  their  physician-employees.  Some 
may  view  such  documents  as  insignificant  details. 
In  reality  they  are  much  more  important. 

The  Importance  of  Having  Employment 
Agreements 

We  are  amazed  at  the  number  of  physicians 
who  do  not  have  up-to-date  written  employment 
agreements  with  their  professional  corporations. 
Often  included  in  this  category  are  groups  who 
had  laboriously  worked  to  attain  a workable 
partnership  agreement  prior  to  incorporating. 
When  a group  incorporates,  the  terms  and  under- 
standings set  forth  in  the  partnership  agreement 
can  and  should  be  documented  in  the  corporate 
employment  and  stock  purchase  agreements.  The 
substance  need  not  change,  even  though  the  form 
must  reflect  the  fact  that  the  doctors  are  no  longer 
legally  partners  of  a partnership,  but  have  legally 
become  employees  and  shareholders  of  a corpora- 
tion. 

Employment  agreements  are  often  sought  dur- 
ing IRS  audits.  If  they  are  not  available  at  all, 

Messrs.  Beck,  Kalogredis,  and  Anders  are  the  principal  con- 
sultants of  Management  Consulting  for  Professionals,  Inc.,  Bala 
Cynwyd,  Pennsylvania. 


or  do  not  reflect  the  way  things  are  actually  being 
treated  from  a tax  standpoint,  otherwise  avoidable 
problems  can  ensue. 

Also,  employment  agreements  (in  conjunction 
with  stock  purchase  agreements)  provide  prac- 
tical protection  in  group  practice  settings  as  to 
the  rights  and  obligations  among  the  physicians 
themselves.  Without  the  written  documents,  un- 
necessary misunderstandings  and  hassles  can,  and 
often  do,  occur. 

It  is  imperative  that  an  employment  agreement 
be  individualized  to  conform  with  the  doctor’s 
needs  and  understandings.  Canned  documents 
are  not  sufficient. 

This  includes  updating  them  from  time-to-time 
as  the  realities  change.  Such  updating  need  not 
involve  large  legal  costs  or  total  redrafting  of  one’s 
employment  agreement.  A short  addendum  (often 
only  one  page  in  length)  is  usually  enough  to 
document  the  specific  item  being  changed.  In 
light  of  the  relative  ease  with  which  it  can  be 
accomplished,  and  the  potentially  severe  tax,  legal, 
and  practical  consequences  of  not  doing  it,  one 
should  assure  that  the  legal  documents  properly 
reflect  the  present  realities. 

Having  an  employment  agreement  whose  terms 
do  not  conform  to  the  way  things  are  actually 
being  handled  can  be  disastrous.  Numerous 
audits  have  shown  this  to  be  true.  The  Horowitz 
case*  is  a fine  example.  The  taxpayer  was  the 

*Leon  D.  Horowitz  and  Shirley  Horowitz  v.  Commissioner,  CCH 
Dec.  35,  835  (M) ; Dkt.  11806-77,  January  17,  1979.  T.C.  Memo. 
1979-27. 
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majority  shareholder  and  president  of  the  cor- 
poration. The  payment  of  his  compensation  and 
reimbursement  of  expenses  was  at  the  discretion 
of  the  board.  He  was  never  paid  the  full  com- 
pensation provided  in  the  agreement.  The  cor- 
poration reimbursed  him  for  some  expenses  for 
which  it  was  not  legally  responsible  per  the  em- 
ployment agreement.  The  loose  handling  of  de- 
tails in  this  fact  situation  found  the  tax  court 
finding  against  the  taxpayer. 

In  short,  a physician  is  well  advised  to  have 
a written  employment  agreement,  being  sure  that 
it  complies  with  his  desires  and  proper  corporate 
and  tax  law,  and  then  handle  things  in  a fashion 
that  is  consistent  with  the  documents. 

Hedge  Clauses 

A large  number  of  incorporated  physicians’ 
employment  agreements  include  a form  of  “hedge 
clauses”  (sometimes  referred  to  as  an  Oswold 
resolution). 

The  clause  basically  provides  that  if  the  IRS 
should  determine  any  part  of  the  doctor’s  com- 
pensation, fringe  benefits,  or  expense  arrange- 
ments to  be  nondeductible,  either  as  “unreasonable 
compensation”  or  as  personal  expenditures  (such 
as  automobile  use,  entertainment,  and  the  like), 
then  the  doctor  would  repay  such  amounts  to  his 
corporation.  The  approach  took  the  position  that 
the  doctor’s  repayment  would  be  deductible  on 
his  personal  tax  return,  thereby  supposedly  dis- 
couraging IRS  attack. 

We  continue  to  oppose  such  clauses.  Recent 
tax  court  decisions  and  other  rulings  strengthen 
our  belief.  Several  cases  dealt  with  IRS  asser- 
tions of  unreasonable  compensation,  in  spite  of 
the  presence  of  hedge  clauses.  The  tax  court  has 
repeatedly  held  not  only  that  the  clauses  do  not 
prevent  IRS  attack,  but  also  that  the  hedge  clause 
reimbursement  provisions  themselves  help  to 
prove  the  taxpayers’  own  knowledge  that  some  or 
all  of  their  remuneration  or  expenses  might  be 
improper.  The  clauses  have  actually  worked 
against  the  taxpayers. 

From  a practical  standpoint,  many  physicians 
would  be  unwilling  and/or  unable  to  repay  the 
amounts  back  to  the  corporation,  if  the  situation 


should  arise.  Furthermore,  some  cases  have  held 
the  payments  back  to  the  corporation  to  be  non- 
deductible, making  the  taxpayer’s  position  even 
worse.  The  payments  back  to  the  corporation 
are  treated  as  income,  subject  to  tax.  The  cor- 
poration now  has  to  find  a way  to  pay  it  back 
out  to  or  for  the  doctor.  The  hedge  clause  does 
not  solve  the  problem;  it  restores  the  original  tax 
planning  problem — at  best. 

Also,  IRS  auditors  have  what  is  sometimes  re- 
ferred to  as  “tunnel  vision.”  They  are  only  in- 
terested in  the  tax  situation  for  the  year  being 
audited.  The  fact  the  doctor’s  repayment  might 
be  tax  deductible  to  him  in  the  year  made  is  not 
important  since  it  does  not  impact  on  the  year 
under  audit. 

Remuneration 

The  employment  agreement  should  be  specific 
as  to  the  salary  and  incentive  provisions  for  the 
physician.  Once  again,  be  sure  they  comply  with 
the  realities  (use  addenda  when  needed).  To  set 
salaries  unreasonably  high  or  unduly  low  can 
cause  problems. 

Many  physician’s  employment  agreements  pres- 
ently provide  for  incentive  compensation  to  help 
combat  potential  unreasonable  compensation  and 
wage  control  possibilities.  An  example  of  the 
type  of  language  which  might  help  is  something 
like  the  following: 

“Recognizing  that  the  employer’s  income 
above  the  anticipated  level  derives  pri- 
marily from  greater  than  anticipated  pro- 
ductivity by  the  employee,  the  employer 
will  pay  additional  incentive  compensation 
of  ....  % of  any  gross  income  received 
during  the  year  in  excess  of  $ ” 

No  one  can  assure  that  such  a clause  will  suc- 
ceed in  the  face  of  possible  wage  controls,  par- 
ticularly since  no  one  knows  what,  if  any,  form 
it  might  take.  We  believe  it  is  worth  the  effort. 

Sick  and  Termination  Pay 

The  employment  agreement  should  specifically 
set  forth  the  sick  and  termination  pay  provisions. 
This  can  be  particularly  important  in  a group 
practice  where  lack  of  clarity  can  cause  real 
headaches. 
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. . . in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects'1' 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  "probably"  effective  in  treating 
functional  bowel/irritable  bowel  syndrome. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  ot  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  ot  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-eftective  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of-  incomplete 
intestinal  obstruction  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug, would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  othei  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  ot  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  ot  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholinergics/ antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia,  palpitations, 
mydriasis,  cycloplegia.  increased  ocular  tension,  loss  of  taste, 
headache,  nervousness,  drowsiness,  weakness;  dizziness,  insom- 
nia, nausea,  vomiting;  impotence,  suppression  of  lactation,  con- 
stipation, bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations,  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheaded  ness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  to  mg  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily  Infants  Vi 
teaspoonful  syrup  three  or  tour  times  daily  (May  be  diluted  with 
equal  volume  of  water)  Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection  Adults  2 ml  (20  mg  ) every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils  not,  dry 
skin,  dizziness,  dryness  ot  the  mouth  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics 
ana  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  it  Bentyl 
with  Phenobarbital  has  been  ingested  It  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  ot  October,  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC  , Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  of  Richardson-Merrell  Inc  Cincinnati 
Ohio  45215,  USA 


Also,  we  are  amazed  at  the  number  of  em- 
ployment agreements  which  do  not  provide  an 
Internal  Revenue  Code  Section  101(b)  $5,000 
death  benefit  (sometimes  called  a widow’s  bene- 
fit). It  is  an  income  tax-free  benefit,  available 
only  upon  termination  of  employment  on  account 
of  death.  It  does  not  apply  to  amounts  to  which 
the  employee  possessed,  immediately  before  death, 
a nonforfeitable  right  of  receipt  of  such  amounts 
while  living. 

Business  Expenses 

As  we  described  above,  one’s  employment 
agreement  should  clearly  set  forth  who  should 
pay  what  expenses.  The  documents  should  con- 
form to  the  realities. 

The  decision  of  whether  the  corporation  or  the 
physician  should  pay  the  “business”  expenses  can 
vary  from  doctor  to  doctor.  From  a purely  tax 
and  legal  standpoint,  there  is  little  or  no  differ- 
ence. It  often  comes  down  to  the  personal  prefer- 
ence of  the  physician  and  his  advisors. 

There  is  one  potential  problem  of  which  phy- 
sicians should  be  aware.  If  a corporation  pays 
some  “marginal”  business  expenses  and  the  IRS 
disallows  them,  the  potential  tax  cost  can  be 
great.  The  IRS  has  been  disallowing  them  at  the 
corporate  level  and  taxing  them  as  “preferential 
dividends”  at  the  physician-shareholder  level. 

Assume  a $3,000  automobile  deduction  was 
disallowed.  The  corporate  tax  (assuming  20% 
levels)  would  be  $600  (ignore  any  state  corporate 
taxes).  The  doctor  could  be  taxed  as  high  as 
70%  ($2,100),  plus  state  taxes.  That  totals  at 
least  $2,700.  If  the  doctor  had  instead  taken 
the  $3,000  as  salary,  he  would  have  paid  $1,500 
in  federal  taxes.  This  is  not  intended  to  neces- 
sarily discourage  corporate  payment  of  business 
expenses.  It  is  intended  to  present  the  other  side 
of  the  issue,  however,  and  the  potential  damage 
that  disallowance  of  marginally  deductible  items 
can  provide  if  run  through  the  corporation. 

Conclusion 

The  need  for  individualized  and  up-to-date 
employment  agreements  which  conform  to  reality 
is  clear.  The  cost  of  not  having  them  is  great. 
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James  Kirkland  Beebe,  M.D.,  graduated  Irom  Jefferson  Medical  College 
in  1976.  He  served  both  his  internship  and  residency  at  the  Wilming- 
ton Medical  Center.  Dr.  Beebe  is  board  certified  in  family  practice 
and  practices  at  2700  Silverside  Road  in  Wilmington.  He  is  also  a 
member  of  the  Delaware  Academy  of  Family  Physicians.  He  and  his 
wife,  Linda,  have  one  son  and  reside  in  Wilmington.  His  hobbies  in- 
clude photography,  automobile  servicing,  waterfowl  hunting,  and  gar- 
dening. 


William  Louis  Jaffee,  M.D.,  is  a 1973  graduate  of  the  Ohio  State  Uni- 
versity College  of  Medicine.  He  served  both  his  internship  and  resi- 
dency at  the  Wilmington  Medical  Center.  Dr.  Jaffee  specializes  in 
internal  medicine  and  endocrinology  and  is  board  certified  in  internal 
medicine.  His  office  is  located  at  the  Delaware  Division  of  the  Wil- 
mington Medical  Center.  Dr.  Jaffee’s  interests  are  music  and  long 
distance  running. 


Singaram  Jagadeesan,  M.D.,  a native  of  India,  practices  obstetrics  and 
gynecology  in  Lewes,  Delaware.  She  served  her  internship  at  Long 
Island  College  Hospital  in  New  York  and  her  residency  at  Aultman 
Hospital  in  Canton,  Ohio.  She  became  board  certified  in  obstetrics 
and  gynecology  in  June  of  1979.  Dr.  Jagadeesan  and  her  husband 
have  two  children  and  reside  in  Lewes.  She  enjoys  photography, 
traveling,  and  the  beach  in  her  free  time.  She  likes  to  be  called  by 
her  nickname,  “Jagada.” 


Cyril  Milunsky,  M.D.,  graduated  from  the  Medical  School  University 
of  the  Witwatersrand  in  South  Africa  in  1969.  He  served  his  intern- 
ship at  the  Baragwanath  Hospital  in  Johannesburg,  South  Africa,  and 
his  residency  at  the  Lahey  Clinic  in  Boston,  Massachusetts.  Dr.  Milun- 
sky previously  practiced  at  Harvard  Medical  School  and  Beth  Israel 
Hospital  in  Boston.  His  specialty  is  diagnostic  radiology  and  his  sub- 
specialty in  nuclear  radiology.  He  is  board  certified  in  both,  and  is 
now  practicing  at  Riverside  Hospital.  Dr.  Milunsky  belongs  to  the 
Radiology  Society  of  North  America.  He  and  his  wife,  Marlene,  reside 
in  Wilmington.  His  interests  include  classical  music  and  stained  glass. 
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Born  in  Burma,  Ramarao  Naidu,  M.D.,  practices  at  the  Alfred  I.  duPont 
Institute  in  Wilmington.  He  graduated  from  the  Faculty  of  Medicine 
University  of  Rangoon  in  Burma  and  served  his  internship  at  Rangoon 
General  Hospital  and  residencies  at  the  Medical  College  of  the  Uni- 
versity of  Rangoon,  East  Rangoon  Hospital,  and  Thomas  Jefferson  Uni- 
versity Hospital.  He  is  board  certified  in  anesthesiology.  Dr.  Naidu  is 
a member  of  the  American  Society  of  Anesthesiologists,  the  American 
Academy  of  Pediatrics,  and  the  Society  of  Critical  Care  Medicine.  He 
and  his  wife  have  four  children  and  live  in  West  Chester,  Pennsylvania. 
Dr.  Naidu  enjoys  tennis  and  golf  in  his  spare  time. 


Santosh  B.  Reddy,  M.D.,  a native  of  India,  graduated  from  Osmania 
Medical  College.  He  served  his  internship  at  Cook  County  Hospital 
in  Chicago,  Illinois,  and  his  residency  at  the  Children’s  Hospital  of 
Michigan.  He  previously  practiced  in  Georgia.  Dr.  Reddy  is  board 
certified  in  pediatrics  and  has  an  office  in  Lewes,  Delaware.  He  and 
his  wife,  Usha,  who  also  is  a physician,  have  a son  and  reside  in 
Lewes.  He  is  interested  in  neonatology,  and  he  enjoys  swimming. 


Abraham  J.  Strauss,  M.D.,  originally  from  Newark,  New  Jersey, 
graduated  from  Hahnemann  Medical  College.  He  served  his  internship 
at  Harrisburg  Hospital  in  Pennsylvania  and  his  residency  at  Veterans 
Administration  Hospital  in  Philadelphia.  Dr.  Strauss  previously  prac- 
ticed in  Reading,  Pennsylvania,  before  coming  to  Delaware.  He  is 
board  certified  in  radiology  and  practices  at  the  Milford  Memorial 
Hospital  in  Milford,  Delaware.  Dr.  Strauss  is  a member  of  the  Ameri- 
can College  of  Radiology,  the  Radiology  Society  of  North  America, 
and  the  Philadelphia  Roentgen  Ray  Society.  He  and  his  wife  reside 
in  Milford  and  have  three  sons  and  a daughter.  He  has  many  interests 
including  skiing,  jogging,  swimming,  and  classical  music. 


A native  of  Milford,  Delaware,  and  a graduate  of  the  University  of 
Delaware  and  the  University  of  Pennsylvania  School  of  Medicine,  Carl 
Edward  Turner,  M.D.,  is  board  certified  in  internal  medicine.  He 
completed  his  internship  and  residency  in  internal  medicine  at  the 
Wilmington  Medical  Center.  Dr.  Turner  is  an  associate  member  of 
the  American  College  of  Physicians.  He  and  his  wife,  Jerri,  have  one 
son,  Carl,  Jr.,  and  reside  in  Wilmington. 
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SUPPORT  THE  ACADEMY 

In  February  the  Delaware  Academy  of  Medi- 
cine celebrated  its  50th  Anniversary. 

The  Academy  was  founded  in  an  attempt  to 
meet  two  outstanding  needs  of  the  medical  com- 
munity. There  was  no  local  central  scientific 
library  for  the  members  of  the  medical  and  dental 
professions.  No  satisfactory  meeting  place  existed 
for  educational  and  organizational  activities  of 
various  medical  and  dental  societies  including  the 
state  medical  society.  The  founding  of  the  Del- 
aware Academy  of  Medicine  occurred  despite  an- 
tagonism and  discord  generated  by  the  existence 
of  four  distinct  hospitals  with  four  distinct  medi- 
cal staffs.  Jealousies  and  differences  among  the 
various  medical  specialties  and  between  physicians 
and  dentists  were  overcome.  In  retrospect  the 
odds  against  the  successful  foundation  of  such  an 
organization  seem  formidable. 

In  February  1930,  the  Delaware  Academy  of 
Medicine  was  incorporated.  Now,  a distinctive 
former  National  Bank  building  houses  offices  for 
the  Medical  Society  of  Delaware,  the  New  Castle 
County  Medical  Society,  and  several  other  or- 
ganizations. A large,  well  equipped  room  is  avail- 
able for  conferences,  symposia,  seminars,  and 
community  meetings.  An  excellent  current  library 
is  maintained  in  attractive  and  comfortable  sur- 
roundings. The  first  fifty  years  have  been  years 
of  achievement. 

What  about  the  next  fifty  years?  What  role 
does  the  Delaware  Academy  of  Medicine  have 
for  the  future?  Will  the  Academy  maintain  its 
current  level  of  activity  providing  the  medical 
profession  and  the  community  with  a library,  a 
meeting  place,  and  offices?  In  times  of  rising 
costs  and  more  government  will  its  role  diminish? 
Can  it  grow  and  actively  foster  and  nurture  ex- 
cellence in  medical  education  and  scholarship? 


Will  it  continue  to  serve  as  a focus  of  unity  and 
friendship  for  the  members  of  the  medical  pro- 
fession? Can  the  Academy  help  to  achieve  bal- 
ance and  harmony  between  the  medical  profession 
and  the  community  in  the  planning,  implementa- 
tion, and  delivery  of  health  care  in  Delaware? 

Whatever  the  answers  to  these  questions,  the 
Academy  needs  our  help.  It  needs  our  financial 
help,  but  it  also  needs  our  ideas  and  our  time 
and  our  genuine  interest.  The  Delaware  Academy 
of  Medicine  needs  the  support  of  the  readers  of 
this  Journal. 

J.F.K.Jr. 

% % % 

MARIJUANA  AND  GLAUCOMA 

Recent  clinical  trials  conducted  by  the  National 
Eye  Institute  indicate  that  marijuana  eyedrops 
have  not  been  efficacious  in  lowering  intraocular 
pressures  in  patients  with  glaucoma.  Tetrahy- 
drocannibol  has  been  shown  to  lower  intraocular 
pressure  in  several  species  of  animals;  however, 
neither  topical  nor  oral  administration  seems  to 
have  any  effect  on  a human  being’s;  intraocular 
pressure.  In  addition,  the  oral  medication  can 
adversely  affect  the  blood  pressure  and  the  cen- 
tral nervous  system. 

As  in  the  case  of  Laetrile,  there  occasionally 
comes  a public  demand  for  a new  and  unproven 
therapy  before  its  effectiveness  has  been  evaluated 
in  controlled  clinical  studies.  As  it  stands  today, 
the  use  of  marijuana  and  its  synthetic  analogues 
does  not  appear  to  have  a significant  effect  in  the 
management  of  intraocular  pressure  and  glau- 
coma. 

Robert  Abel,  Jr.,  M.D. 
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MAJOR  HEALTH  CARE  ISSUES  PENDING 
IN  THE  CONGRESS* 

There  are  some  major  health  care  issues  now 
pending  in  the  Congress  of  the  United  States. 

Before  discussing  them,  I want  to  pay  tribute 
to  the  kind  of  quality  health  care  which  we  have 
in  the  United  States.  A lot  of  people  tend  to 
knock  American  health  care,  calling  for  more 
government  regulation  or  even  government  inter- 
vention in  our  health  care  system.  But  I can  tell 
you,  based  on  my  travels,  that  we  are  lucky  to 
have  the  kind  of  high-quality  health  care  we  have 
in  this  country  today.  I think  the  reason  we 
have  this  high  quality  is  that  we  place  our  reliance 
on  trained  doctors,  nurses,  and  technicians,  in- 
stead of  on  government  bureaucrats,  and  per- 
sonally, I want  to  keep  it  that  way. 

This  is  an  election  year,  and  health  care  ques- 

* Adapted  from  a presentation  to  the  New  Castle  County  Medical 
Society  Auxiliary. 


tions  are  going  to  be  a big  issue  in  the  1980 
elections.  Already  some  politicians  are  using 
“pie  in  the  sky”  health  proposals  as  a way  of 
influencing  the  voters.  Further,  a number  of 
special  interest  groups  have  already  begun  at- 
tacks on  individuals  who  oppose  greater  govern- 
ment intervention  in  the  health  care  field.  For 
instance,  one  special  interest  group  just  the  other 
day  issued  a press  release  criticizing  my  vote 
against  the  mandatory  Hospital  Cost  Contain- 
ment proposal.  They  couldn’t  win  on  their  argu- 
ment’s merits  in  the  House  Chamber  (in  fact, 
they  lost  by  an  overwhelming  margin)  so  they 
embarked  on  the  tactic  of  impugning  others’  in- 
tegrity as  a means  of  covering  up  the  weaknesses 
in  their  own  arguments. 

Bills  like  Hospital  Cost  Containment  belong 
in  a special  category.  I call  them  “legislative 
zingers”  because  their  sponsors  take  very  com- 
plicated proposals,  always  controversial,  and  slap 
on  a name  which  they  hope  no  self-respecting 
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Congressman  would  ever  vote  against.  The  ob- 
jective is  to  try  to  make  the  people  who  oppose 
the  legislation  look  bad  in  those  little  one-line 
capsule  voting  records  which  appear  in  every- 
one’s Sunday  newspaper.  Hospital  Cost  Con- 
tainment is  a perfect  example:  who  in  his  right 
mind  could  oppose  containing  hospital  costs? 

Other  examples  of  zingers  are  any  legislation 
which  includes  in  the  title  the  words  “simplifica- 
tion,” “reform,”  or  “energy  security.”  For  in- 
stance, the  Tax  Simplification  Act  of  1977  has 
certainly  not  simplified  taxes.  One  of  the  things 
it  has  done  is  create  thousands  of  new  jobs  for 
lawyers.  The  Tax  Reform  Act  of  1976  ran  sev- 
eral hundred  pages,  and  people  are  still  trying 
to  figure  out  what  is  involved  in  the  legislation. 

The  Energy  Security  Act  was  an  attempt  to 
relabel  the  old  Cargo  Preference  bill,  whereby  a 
few  American  shippers  got  windfall  profits  for 
carrying  oil  at  the  expense  of  the  American  con- 
sumer. Fortunately  that  one  failed. 

The  Hospital  Cost  Containment  bill  would 
have  established  nationwide  controls  on  both 
hospital  revenues  and  capital  expenditures.  The 
problem  with  the  bill  is  that  it  did  almost  nothing 
to  get  at  the  real  causes  of  health  care  cost  in- 
creases. For  instance,  the  bill  did  nothing  about 
the  impact  of  government  regulations  on  health 
care  costs,  and,  in  fact,  would  make  them  higher. 


the  problem: 
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impact  on  health  care.  I believe  that  is  too  many. 
We  don’t  need  more;  we  need  fewer. 


An  exhaustive  study  in  New  York  recently  con- 
firmed the  fact  that  25%  of  hospital  costs  are 
directly  attributable  to  meeting  government  regu- 
latory requirements.  Minimum  wage  increases, 
government  imposed  red  tape,  and  excessive 
record-keeping  and  paperwork  requirements  are 
all  major  causes  which  are  forcing  the  price  of 
health  care  higher  and  higher  without  providing 
corresponding  increases  in  the  quality  of  medical 
services. 

Yet,  despite  the  high  costs  of  these  existing 
regulations.  President  Carter’s  proposal  for  Hos- 
pital Cost  Containment  would  have  established 
yet  another  federal  bureaucracy  to  administer  a 
regulatory  program  which  would  only  have  caused 
greater  increases  in  health  care  expenditures. 

We  presently  have  64,000  regulations  which 


But  increased  bureaucracy  was  not  the  only 
problem  with  the  Hospital  Cost  Containment  bill. 
There  were  additional  problems  relating  to  the 
availability  and  quality  of  health  services  which 
would  be  provided  to  a large  segment  of  the 
American  public.  The  fixed  financial  allowances 
in  the  bill  would  result  in  the  denial  of  needed 
health  care  to  some  of  the  most  vulnerable  mem- 
bers of  our  society,  especially  the  low-income 
elderly.  As  more  and  more  of  our  population 
grow  older,  demands  by  older  Americans  for 
health  care  are  going  to  increase.  Yet  the  Hos- 
pital Cost  Containment  proposal  would  have  had 
the  effect  of  reducing  those  services  at  the  very 
time  they  were  most  needed. 

I am  convincd  that  the  establishment  of  ceilings 
on  revenues  and  capital  expenditures  would  have 
eventually  led  to  the  rationing  of  health  care  by 
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government  bureaucrats,  and  a tremendous  de- 
cline in  the  quality  of  hospital  services.  You 
simply  cannot  convince  me  that  some  bureaucrat 
in  HEW  can  make  medical  decisions  for  Dela- 
ware better  than  its  own  physicians. 

For  all  these  reasons,  I voted  against  the  Hos- 
pital Cost  Containment  bill,  even  with  its  “zinger” 
title.  I may  get  some  political  disadvantage  from 
that  vote,  but  when  I get  sick,  I would  rather 
have  a Delaware  physician  making  the  decisions 
than  a bureaucrat  in  HEW. 

Another  legislative  zinger  is  the  “Health  Care 
for  All  Americans  Act.”  Now  how  in  the  world 
can  anyone  oppose  legislation  with  a title  like 
that?  Well,  for  those  of  you  who  are  uninitiated 
to  Congress-ese,  that’s  the  disguise  for  Senator 
Kennedy’s  national  health  insurance  bill.  The 
idea  of  free  medical  care  for  everyone  is  tre- 
mendously appealing.  In  fact,  the  idea  of  the 
government  providing  free  food,  free  shelter,  and 
free  gas  is  also  tremendously  appealing  to  some 
people.  But  the  fact  is  that  there  is  no  such 
thing  as  a “free  lunch”  in  health  care,  or  in  any- 
thing else  for  that  matter.  Someone  has  to  pay 
the  cost,  and  that  someone  is  the  American  tax- 
payer. 

So  far,  a majority  of  Congress  has  not  yet 
been  carried  away  by  the  euphoria  of  the  “Health 
Care  for  All  American”  title,  and  the  bill  has  not 
gotten  farther  than  the  Committee  level.  But 
since  this  is  an  election  year,  and  since  many 
people  are  going  to  be  grabbing  for  every  politi- 
cally appealing  phrase  they  can  get,  I am  sure 
that  there  will  be  politicians  beating  the  drums 
for  national  health  insurance. 

In  their  national  health  insurance  proposals, 
both  Senator  Kennedy  and  President  Carter  argue 
that  we  face  two  overriding  health  care  problems 
in  this  country;  inadequate  insurance  coverage 
for  some  Americans,  and  rising  total  health  care 
costs  for  all  citizens.  I don’t  disagree,  but  I do 
disagree  with  their  approach  to  curing  these  prob- 
lems because  their  answer  is  more  federal  take- 
over of  our  country’s  medical  economy. 

The  problem  with  both  President  Carter’s  and 
Senator  Kennedy’s  approach  is  that  they  each 
ignore  the  fact  that  these  problems,  serious  as 


they  are,  are  caused,  in  large  measure,  by  the 
current  level  of  federal  intervention  in  the  medical 
industry.  Further  intrusion  can  only  make  these 
problems  worse. 

I see  a number  of  problems  in  a comprehensive 
national  health  insurance  proposal.  First,  it  would 
add  at  least  $20  billion  to  the  budget  of  the 
federal  government  at  a time  when  the  American 
taxpayer  simply  cannot  afford  more  taxes.  Our 
nation’s  number  one  problem  is  inflation,  infla- 
tion that  hits  not  only  the  health  care  industry, 
but  every  other  facet  of  life.  By  adding  another 
enormous  deficit,  a deficit  that,  by  the  way,  I 
think  would  increase  rapidly,  our  inflation  rate, 
already  getting  out  of  control  at  a level  of  14% 
per  year,  would  become  worse. 

Secondly,  national  health  insurance  as  proposed 
by  Senator  Kennedy  and  President  Carter  would 
not  improve  the  quality  of  medical  care  in 
America;  in  fact,  it  would  make  it  worse.  All  you 
have  to  do  is  talk  to  a veteran,  or  a member  of 
the  Armed  Forces,  or  an  Indian,  or  anyone  else 
you  can  find  who  has  received  medical  care  from 
the  federal  government.  Poor  care,  substandard 
conditions,  and  inefficiency  are  the  rule  rather 
than  the  exception.  Personalized,  high-quality 
medical  care  simply  cannot  be  achieved  with  ex- 
cessive federal  government  involvement. 

The  idea  of  socialized  medicine  is  not  a new 
idea.  Many  countries  have  it,  and  many  countries 
have  tried  it,  and  it  has  been  a failure  in  almost 
every  single  instance.  Thirty  years  of  a national 
health  service  in  Great  Britain  have  resulted  in  a 
serious  curtailment  of  medical  services,  long  waits 
for  non-emergency  treatment,  antiquated  facilities, 
and  deliberate  decisions  not  to  make  certain  ex- 
pensive care,  such  as  kidney  dialysis,  available 
to  all  who  need  it.  The  British  strategy  has  been 
to  control  health  costs  and  effectively  ration  health 
care  by  keeping  down  the  number  of  hospitals, 
hospital  beds,  specialists,  and  modern  equipment. 
The  administrative  bureaucracy  under  National 
Health  Service  in  Britain  has  created  an  unwork- 
able mass  of  red  tape  which  bewilders  patients 
and  enrages  doctors.  In  fact,  Britain  now  has 
one-third  more  health  care  administrators  than 
practicing  physicians. 

I think  we  need  to  reduce  unnecessary  paper- 
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work  in  hospitals — we’re  drowning  in  a sea  of  it 
now — so  that  every  possible  cent  can  be  spent  on 
doctors,  nurses,  therapists,  and  other  health  care 
professionals. 

I don’t  think  that  Americans,  accustomed  as 
they  are  to  quality  medical  services,  are  going  to 
settle  for  bargain-basement  health  care.  National 
health  insurance  would  lead  to  just  this  kind  of 
“five  and  dime  store”  health  care,  just  as  it  has 
in  other  countries.  We  need  to  improve  on  what 
we  have. 

No  person,  and  no  family,  should  be  wiped  out 
financially  because  of  a catastrophic  illness,  and 
that’s  why  we  need  a program  that  provides 
coverage  for  people  who  cannot  otherwise  obtain 
it  or  afford  it — but  the  solution  is  not  socialized 
medicine;  there  are  better  ways  to  provide  the 
needs. 

There  are  also  problems  in  the  delivery  of 
health  care  in  this  country.  We  have  spent  mas- 
sive amounts  of  money  in  research  efforts,  which 
I have  supported,  but  we  still  have  problems  in 
making  available  adequate  health  care  to  rural 
areas  and  to  inner  city  areas.  We  need  to  im- 
prove the  delivery  system  through  such  things  as 
federal  medical  scholarships  and  other  incentives 
to  match  up  doctors  and  other  needed  medical 
skills  with  the  people  who  need  better  care. 

We  need  to  develop  effective  ways  of  controlling 
the  escalating  costs  of  medical  care.  Changes  in 
reimbursement  practices,  better  community-wide 
planning,  review  boards,  the  reduction  of  govern- 
ment regulations,  alternative  insurance  programs, 
and  voluntary  efforts  by  doctors  and  hospitals  will 
influence  positively  the  delivery  of  medical  ser- 
vices and  provide  the  American  public  with  more 
value  for  its  health  care  dollar. 

I will  continue  to  do  everything  I can  in  the 
Congress  to  provide  the  best  possible  health  care 
for  every  American.  But  Government  should  not, 
and  cannot,  do  it  all.  And  the  legislative  zingers 
and  Congressional  gamesmanship  that  are  coming 
out  of  Washington  these  days  are  not  the  solution 
to  better  health  care  for  all  Americans. 

It  is  my  hope  that  the  public  will  separate  facts 
from  political  fictions,  and  realize  that  we  have 
the  best  health  care  system  in  the  entire  world. 
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We  must  build  on  what  we  have,  not  tear  it 
down. 

We  must  pay  more  attention  to  preventive 
medicine.  Although  government  certainly  has  a 
responsibility  to  help  keep  health  costs  down, 
government  can’t  force  you  or  me  to  keep  in  good 
physical  condition.  If  we  as  consumers  of  health 
services  do  as  much  as  we  can  to  prevent  major 
illnesses  from  occurring,  then  the  costs  of  health 
care  for  each  of  us,  and  for  the  nation  as  a whole, 
are  going  to  go  down — or  at  least  not  rise  as  much. 
Further,  insurers  should  help  encourage  these  pre- 
ventive activities.  An  ounce  of  prevention  is  still 
worth  a pound  of  cure — even  in  these  days  of 
high  inflation! 

All  parties  involved  in  the  medical  cost  crisis 
must  begin  to  show  more  restraint. 

Government  must  show  restraint  when  regulat- 
ing the  medical  industry. 


Doctors  and  hospitals  must  show  restraint  when 
charging  for  services  rendered. 

Lawyers  must  show  restraint  when  contem- 
plating questionable  malpractice  suits. 

And  consumers  again  must  show  restraint  when 
demanding  more  and  more  from  health  care  pro- 
viders. 

Each  has  contributed  to  the  problem  of  sky- 
rocketing medical  costs. 

Now  each  must  do  its  part  to  help  solve  it. 

The  objective  is  for  good  health  care  at  a 
reasonable  cost,  and  this  objective  can  only  be 
reached  by  all  concerned  working  together  to- 
ward a goal  which  is  so  very  important  for  all 
Americans. 

Thomas  B.  Evans,  Jr. 

Member  of  Congress 
Delaware  at  large 
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To  the  Editor: 

Progress  in  medical  science  has  resulted  in  in- 
creasingly sophisticated  diagnostic  tests  being 
available  for  clinical  use.  For  instance,  investi- 
gation of  adrenal  disorders  is  no  longer  best  ac- 
complished by  measuring  of  urinary  17-hydroxy- 
and  ketosteroids.  Rather,  an  impressive  array  of 
steroid  metabolites  and  androgens  can  now  be 
measured  directly  by  radio-immunoassay  of  blood 
and  urine  samples.  These  assays  are  potent  tools 
for  evaluating  the  pathogenesis  of  disorders  of 
steroidogenesis  such  as  defects  in  adrenal  biosyn- 
thetic pathways,  adrenal  and  ovarian  tumors,  and 
functional  disorders  of  androgen  excess  such  as 
polycystic  ovarian  disease.  This  research  is  ter- 
ribly expensive  and  requires  the  availability  of 
subjects  with  these  rare  disorders  who  are  inter- 
ested in  participating  in  clinical  research.  These 
investigations  frequently  have  involved  invasive 
studies  including  adrenal/ovarian  vein  catheteri- 
zation studies  and  open  biopsy  of  steroid-produc- 
ing tissues.  Such  investigations  have  resulted  in 
an  increased  understanding  of  adrenal  and  ovarian 
disorders  causing  hirsutism  and  virilization,  but 
many  questions  still  remain. 

A distinction  must  be  made,  however,  between 
investigations  which  provide  evidence  useful  for 
clinical  research  and  investigations  which  provide 
information  that  is  useful  for  patients.  For  ex- 
ample, Dr.  Rose  and  his  colleagues*  have  been 
able  to  show  that  many  women  with  hirsutism  have 
relatively  normal  baseline  levels  of  adrenal  an- 
drogens and  glucocorticoid  precursors,  but  pro- 
duce more  glucocorticoid  precursors  (urinary 
pregnanetriol  and/or  tetrahydro-1 1-deoxycortisol) 
than  do  normal  women  during  ACTH  infusion.1’2 
These  metabolites  are  the  same  ones  which  are 
elevated  in  the  basal  state  in  women  with  21-  and 
11 -hydroxylase  deficiencies  respectively.  Rose 
and  his  colleagues  therefore  have  made  the  as- 
sumption that  hirsutism  in  these  women  with  ab- 

*See  February  1980  Delaware  Medical  Journal,  Hirsutism:  Evalu- 
ation and  Therapy  by  John  Y.  Tsou,  M.D.,  and  Leslie  I.  Rose, 
M.D. 


normally  high  responses  of  adrenal  glucocorticoid 
precursors  to  pharmacologic  doses  of  ACTH  is 
in  fact  due  to  a partial  adrenal  cortical  hydroxy- 
lase deficiency.  Therefore,  they  recommend 
evaluating  all  hirsute  women  with  the  ACTH 
infusion  technique  that  they  have  investigated.3 

Several  objections  can  be  raised  to  this  conten- 
tion. Many  investigators  have  demonstrated  that 
in  most  women  with  idiopathic  hirsutism,  ovarian 
overproduction  of  testosterone  is  the  endocrino- 
logic  abnormality  most  likely  to  result  in  hirsut- 
ism.4 Furthermore,  such  women  frequently  have 
occult  polycystic  ovary  diease.5  Many  of  the 
women  evaluated  by  Rose  et  al  had  elevated  LH/ 
FSH  ratios,  characteristic  of  polycystic  ovarian 
disease.2  It  has  been  known  for  several  years 
that  hirsute  women  with  overproduction  of  tes- 
tosterone from  an  ovarian  source  demonstrate 
increased  adrenal  response  to  ACTH  with  acceler- 
ated production  of  adrenal  glucocorticoid  pre- 
cursors and  androgens,  but  do  not  produce  in- 
creased quantities  of  testosterone  in  response  to 
ACTH.6 

Recently,  Yen  and  his  colleagues  have  shown 
that  in  women  with  surgically  proven  polycystic 
ovary  disease,  ACTH  infusion  increased  adrenal 
production  of  glucocorticoid  precursors  and  de- 
hydroepiandrosterone;  however,  response  of  an- 
drostenedione  and  testosterone  to  ACTH  was  less 
than  in  normals.7  Thus,  in  agreement  with  many 
other  groups,  it  has  been  demonstrated  that  in 
women  with  androgen  excess  syndrome  related  to 
polycystic  ovary  disease,  abnormalities  of  adrenal 
steroidogenesis  can  also  be  identified  but  are  not 
directly  responsible  for  the  hirsutism  associated 
with  polycystic  ovary  disease.  The  ultimate  sig- 
nificance of  the  altered  adrenal  responsiveness  to 
ACTH  in  association  with  ovarian  overproduction 
of  androgens  remains  to  be  determined.  It  un- 
doubtedly will  continue  to  be  investigated  by 
laboratories  across  the  country,  but  should  not 
be  the  standard  of  care  used  in  clinical  medicine 
in  the  foreseeable  future. 


Del  Med  Jrl,  Mar  1980 — Vol  52,  No  3 


171 


A SEMINAR  FOR  DOCK 
DISCUSSING 


iV  U S.  TAX  PLANNING  CORPORATION 
ALTERNATIVES  TO  I.R.S.  1041 


The  Bitter  Pill 
To  Swallow. 


COMMON  DOSAGE:  40%.  50%.  70% 
OF  YOUR  EARNED  INCOME 


Description:  Excessive  tax  payments  in  common  dosage 
of  40%,  50%,  even  70%  of  your  income,  reduce 
earnings  and  inhibit  growth  of  personal  wealth.  A bitter 
pill  to  swallow. 

Cause:  Inequitable  tax  laws,  complex  reporting 
procedures,  and  intimidation  by  audit  deter  many  high- 
percentage  taxpayers  from  exercising  their  legal 
priviledges  under  current  I.R.S.  regulations. 

Adverse  Reactions:  Findings  include  mild  to  severe 
depression,  irritability  and  anxiety  due  to  declining  net 
worth  and  loss  of  income,  resulting  in  hypersensitivity  to 
sound  financial  planning. 

Antidote:  U.S.  TAX  PLANNING  CORPORATION.  A 
group  of  professionals  dedicated  to  the  task  of  assisting 
high-percentage  taxpayers  in  keeping  tax  contributions 
to  an  absolute  minimum. 

Prescription:  Attend  the  U.S.T.P.C.  SEMINAR  FOR 
DOCTORS  on  legal  alternatives  to  crippling  taxation. 

You  will  learn  facts  and  tax  procedures  that  can 
drastically  improve  the  profitability  of  your  private,  group 
or  corporate  practice  - and  increase  your  net  worth. 

Learn  how  to  shield  earnings  from  taxation  and  provide 
free  tax  dollars  for  capital  appreciation.  Discover  the 
distinction  between  legal  tax  avoidance  and  tax  evasion. 
See  how  you  can  defer,  reduce  or  eliminate  federal  and 
state  taxes  - legally! 


Faculty:  MARVIN  HELFRICH,  J.D.  Having  earned  a 
degree  in  Business  Administration  majoring  in 
Economics  and  Accounting,  and  later  a Doctorate  in 
Law,  Mr.  Helfrich  has  an  excellent  background  for 
understanding  and  implementing  legal  strategies  in  tax- 
planning. He  is  a practicing  attorney  specializing  in  tax 
problems  of  professional  corporations. 

JAMES  G.  BRYAN,  Management  Consultant  and 
Founder  of  Doctors  Management  Consultants,  Portland, 
Oregon,  has  served  the  medical/dental  profession  for 
many  years.  A teacher,  lecturer,  and  economist,  James 
Bryan  earned  his  degree  at  the  University  of  Oregon.  He 
is  a recognized  authority  on  Off-Shore  Tax  Planning, 
Medical  Malpractice  Insurance  and  Tax  Straddles. 

CARL  J.  SAVIO,  Financial  Planning  expert  and  President 
of  Coordinated  Professional  Services,  Philadelphia,  Pa., 
specializes  in  International  Estate  Planning,  Insurance 
Options  and  Tax  Havens.  An  innovator,  Savio  combines 
his  experience  in  International  Tax  Law,  Accounting  and 
Business  Management  to  develop  sound  tax  reduction 
plans  for  professionals  and  corporations. 

Eligibility:  Professionals,  their  spouse  and/or  office 
manager. 

Seminar  Fee:  $95  for  doctors  (spouses/ office  managers 
free),  includes  continental  breakfast.  Fees  are  tax 
deductible. 


Registration:  In  advance,  by  mail  or  phone. 

THIS  SEMINAR  DEALS  WITH  SPECIFIC  DOLLAR-  Confirmation  by  return  mail  upon  receipt  of  check  made 

SAVING  TECHNIQUES  payable  to  U.S.  TAX  PLANNING  CORPORATION. 


Topics:  These  and  more  will  be  presented. 

U.S.  TAX  LAWS  • INFLATION  • RECESSION  • 

TRUSTS  (FOREIGN  AND  DOMESTIC)  • MALPRACTICE 
(SELF-INSURING)  • LEVERAGED  SHELTERS  • LEASES 
•TAX-EXEMPT  ORGANIZATIONS  (501-3-C-CHURCH)  • 
FOREIGN  BANKING  AND  INVESTMENT  • FUTURES  • 
TAX  PLANNING  • OFF-SHORE  TAX  HAVENS  • 
TRANSFER  (INHERITANCE)  LAW  • INTERNATIONAL 
ESTATE  PLANNING 

WE  GUARANTEE  QUALITY  AND  CONTENT  OF 
THIS  SEMINAR  • 100%,  REFUND 


Cancellations:  Full  refund  on  cancellations  received  48 
hours  prior  to  opening  session. 

Accomodations:  If  required,  we  will  assist  in  reserving 
appropriate  accomodations. 


Mail  To: 

U.S.  TAX  PLANNING  CORPORATION 
Suite  2415  The  Carlton  House 
Philadelphia,  PA  19103  (215)  563-1939 

□ Sat.,  May  31,  1980  9 a.m.  to  5 p.m. 
Marriott  Hotel  Philadelphia,  Phila.,  PA 

□ Sat.,  June  21,  1980  9 a.m.  to  5 p.m. 
Cherry  Hill  Hyatt  House,  Cherry  Hill,  NJ 


Name: 

Address: 


Telephone: 


No.  attending:. 


Zip:. 


For  Reservations  and/or  Information  call  1 800  543-3000,  Operator  220 


U.S. TAX  PLANNING  CORPORATION 


Letters  to  the  Editor 


What  is  the  responsibility  of  the  clinician  inves- 
tigating women  with  hirsutism  at  the  present  time? 
First  of  all,  a virilizing  process  should  be  excluded. 
Endocrinologic  evaluation  of  virilization  should 
consist  of  a measure  of  the  potent  androgens,  tes- 
tosterone and  androstenedione,  since  these  are 
not  major  parts  of  the  urinary  17-ketosteroid  ex- 
cretion, and  can  cause  virilization  in  the  absence 
of  an  elevation  in  urinary  17-ketosteroids. 

Overproduction  of  these  androgens  is  charac- 
teristic of  ovarian  tumors  such  as  arrhenoblas- 
tomas.  In  addition,  adrenal  tumors  can  produce 
virilization  through  production  of  large  amounts 
of  weak  adrenal  androgens  like  dehydroepiandros- 
terone  and  its  sulfate.  These  can  be  screened  for 
either  by  measuring  blood  levels  or  by  obtaining 
an  urinary  17-ketosteroid  collection.  If  these 
screening  evaluations  are  normal,  it  would  be  un- 
likely that  a virilizing  adrenal  or  ovarian  tumor 
was  present.  Likewise,  normal  serum  11-deoxy- 
cortisol  and  17-hydroxyprogesterone  levels  or 
their  24-hour  urine  equivalents  exclude  congeni- 
tal virilizing  adrenal  hyperplasis. 

It  should  be  remembered  that  steroid  hormone 
assays  currently  cost  between  $30  and  $60  or 
more  depending  on  the  laboratory  doing  the  as- 
say, and  even  a rudimentary  laboratory  evalua- 
tion of  hirsutism  usually  costs  the  patient  more 
than  $100  at  the  present  time.  Nonetheless,  such 
investigations  are  necessary  in  the  presence  of 
severe  hirsutism  or  virilization. 

Women  with  significant  hirsutism  who  are 
found  to  have  minimally  increased  androgen  levels 
and  no  evidence  for  a tumor  may  derive  some 


benefit  from  suppressive  therapy  with  either  oral 
contraceptives  or  adrenal  steroids.  In  spite  of 
large  numbers  of  tests  that  have  been  performed 
to  determine  an  ovarian  versus  adrenal  source  of 
androgen  in  such  patients,  there  seems  to  be  little 
correlation  between  the  results  obtained  with  ini- 
tial stimulation  and  suppression  tests  and  the 
results  of  long-term  therapy  with  either  estrogen- 
progestin  combinations  or  glucocorticoid  therapy. 
In  fact,  the  same  patient  will  frequently  respond 
equally  well  to  both.8 

For  mild  hirsutism  which  may  be  apparent  to 
the  patient  rather  than  her  peer  group  or  her 
physician,  reassurance  and  cosmetic  therapy  are 
more  appropriate  than  extensive  endocrinologic 
investigations  and  treatment  with  potentially  dan- 
gerous hormones.  Therapy  for  infertility  prob- 
lems associated  with  androgen  overproduction  and 
hirsutism  should  be  left  in  the  hands  of  those 
who  are  familiar  with  the  drugs  used  and  the 
complications  they  can  cause. 

William  L.  Jaffee,  M.D. 
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Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES SM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 
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WHY  FREUD  FAINTED  by  Samuel  Rosenberg, 

Bobbs-Merrill  Company,  Inc.,  Indianapolis,  1978. 
256  pp.  $10.00. 

Sigmund  Freud,  the  father  of  psychoanalysis, 
had  two  sons:  one  was  his  genetic  son,  Martin, 
with  whom  Freud  appears  to  have  enjoyed  a rela- 
tively non-tempestuous  relationship;  the  other  was 
his  professional-emotional  son,  Carl  Jung.  This 
relationship  suffered  all  the  histrionic  Sturm  und 
Drang  of  the  Laius-Oedipus  affair.  As  the  rela- 
tionship between  Freud  and  Jung  reached  the 
point  of  rupture,  on  two  occasions,  both  in  the 
presence  of  Jung,  Freud  fainted — was  as  it  were, 
temporarily  slain  by  his  crown  prince,  his  Oedipus, 
Jung. 

Samuel  Rosenberg’s  book  is  a sleuthing,  retro- 
spective investigation  into  the  psycho-mechanisms 
of  those  two  syncopal  episodes.  It  is  literate  and 
witty.  I cannot  claim  to  answer  for  the  validity 
of  the  analytic  assumptions  made,  but  even  if 
they’re  false,  poetic  justice  says  they  ought  to  be 
true. 

Why  Freud  Fainted  is  recommended  for  all 
psychiatrists  and  for  anyone  with  an  interest  in  the 
movement  which  remains  perhaps  the  strongest 
of  all  influences  today  on  Broadway,  in  Holly- 
wood, and  even  on  the  “tube.”  You’ll  enjoy  it 
more  if  you  have  at  least  a nodding  acquaintance 
with  Greek  mythology,  Shakespeare,  Herman  Mel- 
ville, and  Sigmund  Freud. 

Allston  J.  Morris,  M.D. 
& % 

FUNDAMENTALS  OF  MOBILE  CORONARY  CARE, 

2nd  Edition,  by  Leonard  B.  Rose,  M.D.,  and  Beatrice 
K.  Rose,  M.D.,  Williams  and  Wilkins  Company, 
Baltimore,  1979.  116  pp.  I Hus.  Price  $13.00. 
Paperback. 

As  Dr.  J.  F.  Pantridge  first  showed  in  Belfast, 
the  use  of  mobile,  highly  trained  personnel  and 
sophisticated  equipment  can  reduce  early  coronary 
mortality.  The  application  of  these  principles  in 
the  United  States  has  resulted  in  a comprehensive 
emergency  medical  system  outside  the  hospital  as 


well  as  a much  more  sophisticated  in-house  ap- 
proach to  coronary  disease  and  cardiac  arrest. 

Fundamentals  of  Mobile  Coronary  Care  pro- 
vides an  overview  of  specific  knowledge  necessary 
to  implement  such  a system.  Chapters  include 
cardiac  anatomy  and  physiology,  arrhythmias, 
clinical  assessment,  myocardial  infarction,  and 
various  aspects  of  resuscitation.  A section  on 
self-assessment  of  arrhythmias  concludes  the  work. 

The  book  is  an  adequate  introduction  to  a com- 
plex topic.  It  would  best  be  used  as  a beginning 
from  which  to  broaden  one’s  knowledge  of  this 
most  interesting  subject. 

CORONARY  HEART  DISEASE  IN  YOUNG  WOMEN 

edited  by  M.  F.  Olier,  M.D.,  F.R.C.P.,  Churchill 
Livingstone,  New  York,  1978.  262  pp.  Price  $23.50. 

In  today’s  world,  women  are  striving  for  social 
equality.  They  also  are  achieving  medical  equal- 
ity, having  “come  a long  way,  baby”  to  raise  their 
lung  cancer  incidence  to  the  same  level  as  men’s. 
A similiar  process  seems  to  be  occuring  with 
coronary  artery  disease,  especially  in  younger 
women. 

This  book  is  a summary  of  a symposium  on 
corinary  artery  disease  attended  by  a host  of  in- 
ternationl  experts.  A wide  range  of  topics  includ- 
ing epidemiology,  pathology,  and  endocrinology 
are  covered.  Of  particular  note  are  the  chapters 
on  coronary  risk  factors  in  young  women  and  on 
oral  contraceptives  and  their  contribution  to  coro- 
nary artery  disease. 

The  book  is  a well  presented  summary  of  cur- 
rent knowledge  in  the  field  and  is  recommended 
reading  for  any  physician  caring  for  young  women. 

Paul  L.  Urban  ,M.D. 

Dr.  Urban  is  a third-year  resident  in  the  Department  of 
Medicine  at  the  Wilmington  Medical  Cnter. 

& % & 

EXPLAIN  IT  TO  ME,  DOCTOR  by  L.  Kraeer  Ferguson, 
A.B.,  M.D.  and  John  H.  Kerr,  A.B.,  M.D.,  J.  B.  Llp- 
pincott  Company,  Philadelphia,  1970.  446  pp. 
Illus.  Price  $14.00. 

First,  decide  how  many  medically  “savvy”  pa- 
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tients  you  have  who  usually  ask  for  extra  and 
detailed  medical  information.  If  you  can  think 
of  several,  you  will  benefit  (via  good  will)  in  hav- 
ing this  book  to  loan  out.  Otherwise,  especially 
if  you  are  not  a physician,  read  on  before  you  buy 
the  manual. 

The  primary  drawbacks  are  two.  First,  it  is 
out  of  date.  The  treatments  for  cold  injuries, 
dysmenorrhea,  and  staph  infections,  among  others, 
are  outmoded.  The  sections  on  vaccines,  thy- 
roid, respiratory  system,  and  especially  nutrition 
are  noticeably  out  of  date  (eg,  every  adult  is  ad- 
vised to  take  at  least  two  cups  of  milk  per  day). 
“There  is  suggestive  evidence  that  links  lung  can- 
cer to  excessive  cigarette  smoking,”  is  an  obsolete 
statement.  Ferguson  and  Kerr  do  not  even  pro- 
vide a picture  of  a smoke-damaged  lung.  Finally, 
the  authors  imply  carbuncles  are  caused  only  by 
staph — an  erroneous  (or  out-dated)  statement. 

Second,  the  detail  is  impressive.  A third-year 
medical  student  would  be  proud  to  master  the  in- 
formation presented.  That  is  why  the  patient 
should  be  intelligent,  highly  motivated,  or  medi- 
cally savvy  to  handle  this  guide.  All  three  traits 
would  help. 

The  very  good  and  still  basically  up-to-date 
sections  are  allergy,  breast,  gastrointestinal,  her- 
nia, heart  (the  pacer  section  is  old),  hypertension, 
fibroids,  diabetes  mellitus,  and  respiratory  (except 
for  smoking).  The  “Surgical  Experience”  chap- 
ter is  well  written  and  would  benefit  those  faced 
with  surgery  for  the  first  (or  even  second)  time. 

Diagrams  that  are  worthwhile  for  the  physician 
to  review  with  the  appropriate  patient  are:  breast 
cyst  (p.  105),  cancer  death  rate  graph  (p.  130), 
hemorrhoids  (p.  197),  hernia  (p.  204,  209), 
rheumatic  endocarditis  (p.  230),  heart  attack 
(6p  241),  and  cystoscopy  (p.  295). 

One  other  thing — some  of  the  pictures  are 
really  “gross,”  especially  in  the  skin  chapter.  I 
wonder  how  much  the  lay  person  would  appreciate 
them. 

In  summary,  the  book  is  a good  idea,  but  it  is 
out-of-date.  Wait  for  the  next  edition  or  a more 
up-to-date  guide. 

John  E.  Hocutt,  Jr.,  M.D. 
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Tenuate  @ 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan* 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below, 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema,  Endocrine: 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous:  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine®)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U.S.A. 

Licensor  of  Merrell® 

References:  1.  Citations  available  on  request  from  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES,  Cincinnati, 
Ohio  45215.  2.  Hoekenga,  M.T.,  O'Dillon  [Dillon |,  R.H.,  and  Leyland, 
H.M.:  A comprehensive  review  of  diethylpropion  hydrochloride.  In, 
Central  Mechanisms  of  Anorectic  Drugs,  S.  Garattini  and  R.  Samanin, 
Ed.,  New  York,  Raven  Press,  1978,  pp.  391-404. 
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Speakers  for  April  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  April  1,  Charles  L.  Minor, 
M.D.,  Pastoral  Care;  April  8,  H.  Wendell  Gray,  Jr.,  M.D.,  Breast  Reconstruction 
after  Mastectomy;  April  15,  /.  Favel  Chav  in,  M.D.,  Arthritis  and  Surgery;  April 
22,  William  G.  Slate,  M.D.,  Recent  Trends  in  Gynecology  Cancer  Research;  April 
29,  William  D.  Johnson,  M.D.,  Treatment  of  Menopause. 

DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

Bruce  Jarrell,  M.D.,  has  been  appointed  assistant  professor  of  surgery  at  Jefferson 
Medical  College  and  chief  of  the  section  of  transplantation  surgery  at  Thomas 
Jefferson  University  Hospital.  Dr.  Jarrell,  a vascular  surgeon  with  special  training 
in  kidney  transplants,  graduated  from  Jefferson  Medical  College  in  1973.  Before 
his  recent  appointment,  Dr.  Jarrell  was  in  private  practice  in  Dover.  While  in 
medical  school,  Dr.  Jarrell  assisted  Dr.  Norman  Lasker  in  building  an  automated 
peritoneal  dialysis  machine.  Currently,  Dr.  Jarrell  is  testing  new  surgical  pro- 
cedures for  kidney  transplants  and  is  exploring  the  area  of  liver  transplants.  He 
is  also  working  on  a special  filter  called  the  Greenfield  vena  cava  filter.  Dr. 
Jarrell  and  his  wife,  Leslie  Robinson  Jarrell,  M.D.,  an  internist  and  a Jefferson 
Medical  College  graduate,  and  their  two  children,  Noble  Evan  and  Kevin  Edward, 
currently  live  in  Chestnut  Hill,  Pennsylvania,  where  Dr.  Robinson  will  be  prac- 
ticing. 

The  Delaware  Chapter,  American  Red  Cross  is  celebrating  its  75th  anniversary 
this  year.  Delaware  was  one  of  the  first  states  to  form  a Red  Cross  society;  it 
received  its  charter  on  May  15,  1905,  just  five  months  after  the  American  Red 
Cross  was  chartered  by  Congress.  Vice  President  of  this  first  society  was  James 
Avery  Draper,  M.D.;  Emily  P.  Bissell  was  the  secretary;  John  J.  Black,  M.D.,  was 
on  the  executive  committee.  Now  in  1980  the  Delaware  Chapter,  headquartered 
in  Wilmington  with  branches  in  Dover  and  Georgetown,  is  celebrating  75  years  of 
service  to  the  people  of  Delaware  and  all  over  the  world. 

CLINICAL  NOTICES  AND  MEETINGS 

THE  SIXTH  INTERNATIONAL  SYMPOSIUM  AND  COURSE  ON  COMPUTED 
TOMOGRAPHY  will  be  held  April  7-11  at  the  Las  Vegas  Hilton  in  Las  Vegas,  Ne- 
vada. It  has  been  approved  for  30  hours  of  credit  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  AMA.  For  further  information,  contact:  Miss  Sandra  Van 
Hoek,  Department  of  Radiology,  Massachusetts  General  Hospital,  Boston,  Massa- 
chusetts 02114. 

The  Chicago  Committee  on  Trauma  of  the  American  College  of  Surgeons  will  hold  its 
TWENTY-FOURTH  ANNUAL  POSTGRADUATE  COURSE  ON  FRACTURES 
AND  OTHER  TRAUMA,  April  9-12  at  the  Chicago  Marriott  Hotel,  540  North 
Michigan  Avenue,  Chicago,  Illinois.  The  program  is  intended  for  all  who  care  for 
injured  patients,  and  is  acceptable  for  28  credit  hours  in  Category  I for  the  Physician’s 
Recognition  Award  of  the  AMA,  and  also  acceptable  for  28  elective  hours  of  credit  by 
the  American  Academy  of  Family  Physicians.  For  further  information,  contact:  the 
American  College  of  Surgeons,  55  East  Erie  Street,  Chicago,  Illinois  60611. 
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THE  SIXTH  ANNUAL  SYMPOSIUM  ON  DIAGNOSIS  AND  TREATMENT  OF 
NEOPLASTIC  DISORDERS  will  be  held  April  10-11  at  the  Johns  Hopkins  University, 
Baltimore,  Maryland.  It  has  been  approved  for  15%  hours  of  credit  in  Category  I 
of  the  Physician’s  Recognition  Award  of  the  AMA.  For  further  information,  contact: 
The  Office  of  Continuing  Education,  Turner  Room  22,  770  Rutland  Avenue,  Baltimore, 
Maryland  21205. 

The  Second  Annual  Diagnostic  Imaging  Seminar,  entitled  APPROACH  TO  PROB- 
LEM SOLVING,  will  be  held  April  10-11  at  the  Hilton  Hotel,  Philadelphia,  Pennsyl- 
vania. This  seminar  has  been  accepted  for  10  hours  of  credit  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  AMA.  For  further  information,  contact:  Dr. 
Peter  Arger,  Hospital  of  the  University  of  Pennsylvania,  Department  of  Radiology, 
3400  Spruce  Street,  Philadelphia,  Pennsylvania  19104. 

THE  EIGHTH  ANNUAL  SPRING  ROENTGEN  CONFERENCE  will  be  held  April 
10-12  at  the  New  Marriott  Hotel  in  New  Orleans,  Louisiana.  It  has  been  accepted 
for  19  hours  of  credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
AMA.  For  further  information,  contact:  Abner  M.  Landry,  M.D.,  New  Orleans  Radi- 
ology Society,  P.O.  Box  19024,  New  Orleans,  Louisiana  70179. 

A seminar  entitled  NUCLEAR  MEDICINE— 1980:  INTERRELATIONSHIPS  WITH 
COMPUTED  TOMOGRAPHY  AND  ULTRASOUND  will  be  held  April  13-16  at  the 
Roosevelt  Hotel  in  New  York,  New  York.  It  has  been  accepted  for  25  hours  of  credit 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA.  For  further  informa- 
tion, contact:  Mitchell  H.  Stromer,  M.B.A.,  Administrator,  Nuclear  Medicine — 1980, 
Albert  Einstein  College  of  Medicine,  1300  Morris  Park  Avenue,  Bronx,  New  York 
10461. 
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Full  line  of  uniforms  featuring  such  name  brands  as 
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A session  on  PERSONAL  AND  PRACTICE  FINANCIAL  PLANNING  FOR  PHY- 
SICIANS AND  SPOUSES  will  be  held  May  2,  Holiday  Inn,  Route  100,  Box  1100, 
Lionville,  Pennsylvania.  The  program  is  being  sponsored  by  the  Medical  Society  of 
Delaware,  the  Pennsylvania  Medical  Society,  and  the  Medical  and  Chirurgical  Faculty 
of  Maryland.  For  further  information,  contact:  the  Medical  Society  of  Delaware,  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  658-7596. 

A symposium  will  be  held  at  the  Hotel  duPont  in  Wilmington  on  HUMAN  SEXU- 
ALITY on  May  3.  Co-sponsors  are  the  Medical  Society  of  Delaware  and  the  Dela- 
ware Pharmaceutical  Society,  Inc.  in  cooperation  with  Lederle  Laboratories.  As  more 
information  becomes  available,  further  announcements  will  be  made. 

The  Delaware  Lung  Association,  the  Delaware  Academy  of  Medicine,  and  the  Wil- 
mington Medical  Center  are  sponsoring  the  SEVENTEENTH  ANNUAL  INFECTIOUS 
DISEASE  SYMPOSIUM,  which  will  be  held  May  6-9  at  the  Delaware  Academy  of 
Medicine,  1925  Lovering  Avenue,  Wilmington,  Delaware.  This  program  is  acceptable 
lor  29  prescribed  hours  by  the  American  Academy  of  Family  Physicians  and  29  hours 
credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA.  For  further 
information,  contact:  Miss  Joann  W.  Long,  Department  of  Infectious  Disease,  Dela- 
ware Division,  Wilmington  Medical  Center,  P.O.  Box  1668,  Wilmington,  Delaware 
19899.  Telephone:  (302)  428-2744. 

The  American  Society  of  Surgery  of  the  Hand  is  sponsoring  a course  entitled,  CON- 
SULTATIONS AND  DISCUSSIONS  IN  HAND  SURGERY,  which  will  be  held  May 
8-10  in  Akron,  Ohio.  For  further  information,  contact:  the  American  Society  for 
Surgery  of  the  Hand,  2600  South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014. 
Telephone:  (303)  755-4588. 

THE  214th  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 
will  be  held  May  10-13  at  the  Meadowlands  Hilton  Hotel  in  Secaucus,  New  Jersey. 
The  members  of  the  Medical  Society  of  Delaware  are  cordially  invited  to  attend  the 
scientific  sessions.  There  is  no  registration  fee  for  out-of-state  non-member  physicians. 
For  further  information,  contact:  the  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  New  Jersey.  Telephone:  (609)  896-1766. 

The  Maternal  and  Child  Care  Committee  of  the  Medical  Society  of  Delaware  plans 
an  all-day  program  on  May  17  at  the  Hotel  duPont,  Wilmington.  Call  658-7596 
for  reservations. 


National  Medical 
Specialty  Societies 


The  annual  meetings  of  the  following  specialty  societies  will  be  held  as  follows: 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  May  5-9,  Hilton,  San  Francisco,  Cali 
fomia. 


AMERICAN  COLLEGE  OF  NUCLEAR  MEDICINE,  May  8-11,  Hyatt  Regency, 
Montreal,  Canada. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTRO  LOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS,  May  11-14,  Camelback 
Inn,  Scottsdale,  Arizona. 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS,  May  11-16,  Diplo- 
mat Hotel,  Hollywood,  Florida. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  May  15-18,  Hyatt  Regency, 
Washington,  D.C. 

AMERICAN  THORACIC  SOCIETY,  May  18-21,  Sheraton  Park/Shoreham  Ameri- 
cana, Washington,  D.C. 

AMERICAN  UROLOGICAL  ASSOCIATION,  May  18-22,  San  Francisco  Hilton,  San 
Francisco,  California. 

AMERICAN  ACADEMY  OF  FACIAL,  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GERY, September  28,  Disneyland,  Anaheim,  California. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


THE  CANCER-RELATED  HEALTH  CHECKUP 


Leslie  W.  Whitney,  M.D. 


The  Board  of  Directors  of  the  National  Ameri- 
can Cancer  Society,  Inc.  have  recently  published 
the  ACS  report  on  the  cancer-related  checkup. 
This  long-awaited  document  with  recommenda- 
tions and  rationale  has  been  based  on  four  main 
concerns: 

(1)  There  must  be  good  evidence  that  each 
test  or  procedure  recommended  is  medi- 
cally effective  in  reducing  morbidity  or 
mortality. 

(2)  The  medical  benefits  must  outweigh  risks. 

(3)  The  cost  of  each  test  or  procedure  must  be 
reasonable  compared  to  its  expected  bene- 
fits. 

(4)  The  recommended  action  must  be  practi- 
cal and  feasible. 

The  American  Cancer  Society  defines  “early 
detection”  to  describe  the  use  of  tests  in  asympto- 
matic people  on  an  individual  basis.  Screening, 
however,  is  used  to  refer  to  the  search  for  cancer 
in  a large  population  not  all  of  whom  would 
necessarily  be  asymptomatic  through  a centrally 
coordinated  mass  program.  “Diagnosis”  is  used 
to  describe  those  tests  used  in  patients  who  have 
signs  or  symptoms  suggestive  of  cancer. 

A summary  of  their  recommendation  follows: 
The  ACS  recommends  to  the  public  a protocol  for 
the  early  detection  of  cancer  in  asymptomatic 
persons.  With  regard  to  carcinoma  of  the  cervix 
and  uterus,  the  following  recommendations  are 
made: 

(1)  Women  20  and  over  and  those  under  20 
who  are  sexually  active  should  have  a Pap 
test  at  least  every  three  years  after  two 


initial  negative  tests  a year  apart. 

(2)  Women  20  to  40  should  have  a pelvic 
examination  as  part  of  the  general  physical 
examination  every  three  years,  and  women 
over  40  should  have  a pelvic  examination 
every  year. 

(3)  Every  woman  at  menopause  should  have 
a pelvic  examination  as  well  as  a Pap  test. 
Those  at  high  risk  of  endometrial  cancer 
should  also  have  an  endometrial  tissue 
sample  examined.  “High  risk”  is  defined 
as  having  a history  of  infertility,  obesity, 
failure  of  ovulation,  abnormal  uterine 
bleeding,  or  estrogen  therapy. 

With  regard  to  the  detection  of  breast  cancer, 
the  following  recommendations  are  made: 

(1)  All  women  over  20  should  perform  a 
breast  self-examination  monthly. 

(2)  Women  20  to  40  should  have  a breast 
physical  examination  every  three  years, 
and  women  over  40  should  have  a breast 
physical  examination  every  year. 

(3)  Women  over  50  should  have  a mammo- 
gram every  year.  Women  under  50  should 
consult  their  personal  physician  about  the 
need  for  mammography  in  their  individual 
cases.  All  women  should  have  a baseline 
mammogram  between  the  age  of  35  and 
40. 

With  regard  to  the  diagnosis  of  rectal  and 
colonic  cancer,  the  following  recommendations 
are  made: 

(1)  Men  and  women  over  40  should  have  a 
digital  rectal  examination  every  year. 

(2)  Men  and  women  over  50  should  have  a 


Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

•An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington.  Delaware  19801.  Tel.  (302)  428-2113. 
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sigmoidoscopic  examination  every  three 
to  five  years  after  two  initial  negative 
examinations  a year  apart. 

(3)  Men  and  women  over  50  should  have 
stool  guaiac  slide  tests  every  year. 

Specifically  excluded  from  these  recommenda- 
tions are  the  use  of  the  chest  x-ray  and  the  sputum 
cytology  for  the  early  detection  of  cancer  of  the 
lung.  Based  on  these  schedules  a “cancer-related 
health  checkup”  is  recommended  for  all  persons 
over  20  every  three  years  and  for  all  persons  over 
40  every  year.  In  addition  to  including  the  special 
tests  and  procedures  at  the  designated  frequencies 
at  these  checkups,  patients  should  obtain  health 
counseling,  have  a pelvic  examination,  and  be  ex- 
amined for  cancer  of  the  thyroid,  testicles,  pros- 
tate, lymph  nodes,  oral  region,  and  skin  as  well 
as  some  non-malignant  diseases.  The  consulta- 
tions offered  at  the  early  stages  are  considered 
especially  important  as  it  is  at  this  time  that  many 
personal  health  habits  are  established. 

A critical  review  of  these  recommendations  will 
be  presented  in  the  next  Cancer  Communique. 


the  problem: 

finding  professional  office  space 
with 

a prime  location 
ample  parking 
easy  patient  access 
convenient  lab  and  x-ray 


the  solution: 

PROFESSIONAL  BUILDING  IV 
1701  Augustine  Cut-Off 
652-3016 


Save  where  it  pays  to  Pay  Yourself  First 

Choose  from: 

Investment  Savings  Plans* 

Terms  from  6 months  to  8 years 

Statement  Savings  Plans 

Telephone  Transfer  funds  from  your  5 v3%  statement  account  to 
your  checking  account  In  any  area  bank  and  maximize  your 
cash  flow  earnings 

Passbook  Savings  Plans 

A secure  way  to  watch  your  savings  grow 

•Investment  accounts  require  a substantial  penalty 
for  early  withdrawal. 


RRTISRnS’ 

SRVinGS  BRnK 

Member  F.D.l.C. 

Telephone  658-6881,  In  Dover  Call  674-3214 
9th  6l  Tt it  nail  Sts..  Wilmington 

Concord  Mall.  Midway,  Polly  Drummond,  &.  Graylyn  Crest  Shopping  Centers 

Dover.  Del. 


192 


Del  Med  Jrl.,  April  1980 — Vol  52,  No.  4 


VOLUNTARY  EFFORT 


It  is  a matter  of  interest  not  less  to  the  general  public  than  to  the  medical  pro- 
fession that  the  Delaware  Voluntary  Effort  Steering  Committee  at  a recent  meeting 
adopted  certain  of  the  national  VE  goals  and  endorsed  others. 

Those  adopted  were,  in  summary: 

(1)  That  hospital  expenditures  should  be  contained  and  hospital  productivity 
increased. 

(2)  That  hospital  medical  staff  voluntary  utilization  review  programs  should 
be  continued,  and  should  cover  all  physician  services  within  the  institution. 

(3)  That  voluntary  independent  restraint  of  physicians’  fee  increases  should 
be  continued. 

The  following  is  a summary  of  those  which  were  endorsed: 

(1)  Health  care  product  manufacturers  and  suppliers  should  support  volun- 
tary cost  containment  programs,  and  purchasers  should  independently  re- 
sist extraordinary  price  increases. 

(2)  Cost-effective  alternatives  to  existing  health  insurance  programs  should  be 
examined. 

(3)  Administrative  costs  relative  to  public  agencies  which  deal  with  medical  and 
health  matters  should  be  decelerated. 

(4)  Programs  to  promote  increased  responsibility  on  the  part  of  the  consumer 
for  his  own  health  and  to  reduce  or  eliminate  potential  health  risks  should 
be  developed,  implemented,  and  evaluated. 

(5)  A program  of  public  education  to  explain  to  the  public  the  progress  that 
the  health  care  field  is  making  in  restraining  cost  increases  through  volun- 
tary action  should  be  undertaken. 

That  these  efforts  will  necessarily  be  exerted  in  the  face  of  a continued  infla- 
tionary current  need  hardly  be  stated.  That  the  goals  cannot  be  accomplished 
with  ease  is  equally  obvious.  It  is  likewise  true  that  sacrifice,  as  well  as  effort, 
on  the  part  of  health  care  providers  is  part  of  the  program. 

I hope  that  it  can  successfully  be  impressed  on  the  member  of  this  Society 
that  not  only  the  public  interest  but  also  enlightened  self-interest  dictate  the 
fullest  support  of  and  cooperation  with  this  program.  Those  in  the  various  branches 
of  the  health-care  industry  are  not  numerous  enough,  and  probably  not  sufficiently 
powerful  politically  to  forestall  detrimental  governmental  regulation  unless  they 
can  offer  to  the  public  a reasonable  alternative. 
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Just  a Reminder... 

What  Blue  Cross  and  Blue  Shield  of  Delaware  does  not  cover. 

Blue  Cross  and  Blue  Shield  benefits  are  comprehensive  — 
but  there  are  limits.  Why?  With  restrictions,  health  benefits  are 
expensive.  Without  limits,  they’d  be  unaffordable. 

And,  all  of  us  have  an  interest  in  keeping  health  benefits 
affordable. 

What  is  not  covered?  Limits  are  spelled  out  in  virtually  all 
Blue  Cross  and  Blue  Shield  benefits  books  and  contracts.  But  — 
just  as  a reminder — we’ll  be  using  this  space  incoming  months 
to  discuss  procedures  and  services  which  are  not  covered. 

This  month:  Diagnostic  Admissions.  We  do  not  pay  for 
diagnostic  admissions  if  the  tests  can  be  performed  safely  on  an 
outpatient  basis.  Some  examples  where  coverage  is  not  provided: 

• Where  there  is  more  than  one  pre-operative  day  to 
perform  tests  before  elective  surgery. 

• Where  the  patient  is  hospitalized  for  tests  simply  as  a 
matter  of  convenience  to  the  patient,  and  when  those 
tests  are  provided  as  part  of  an  ambulatory  service. 

In  coming  months  we’ll  discuss  other  Blue  Shield  coverage 
limitations. 
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IMMUNOLOGY  IN  TUMOR  THERAPEUTICS: 

AN  OVERVIEW 

Hugh  R.  K.  Barber,  M.D. 


Immunology  is  a relatively  new  medical  dis- 
cipline, the  basic  concepts  of  which  are  funda- 
mental for  an  understanding  of  the  principles  and 
practice  of  modern  medicine.  Although  immu- 
nology is  relatively  new,  the  concept  of  immunity 
has  been  known  from  ancient  times;  resistance  to 
disease  was  recognized  by  the  ancient  Chinese. 
Not  only  did  the  Chinese  recognize  the  concept 
of  immunity,  they  were  even  able  to  identify  that 
it  had  specificity  and  that  immunity  to  smallpox 
did  not  protect  against  other  diseases.  The  term 
“immunity”  has  now  taken  on  an  expanded  role. 
It  is  defined  as  the  property  whereby  the  lympho- 
reticular  system  makes  a memorized  response  to 
an  antigenic  stimulation.  This  may  result  in  the 
state  of  positive  reaction  known  as  sensitization, 
in  which  specific  antibodies  are  developed  to  con- 
trol invading  and  foreign  antigens,  or  in  one  of  the 
negative  reactions  known  variously  as  immuno- 
logic tolerance,  or  immunosuppression.  The 
former  is  protective  to  the  host  and  offers  resist- 
ance to  tumor  development,  viruses,  intracellular 
bacteria,  fungus,  and  parasites.  The  latter  plays 
a role  in  women  in  the  protection  of  a pregnancy, 
keeping  the  fetus  from  being  rejected  by  its  host 
and  mother. 

Historical  Aspects 

Jenner  is  considered  the  father  of  modern  im- 


Dr.  Barber  is  Director,  Department  of  Obstetrics  and  Gynecology 
at  Lenox  Hill  Hospital  in  New  York  City. 

This  paper  was  adapted  from  a presentation  to  the  Department  of 
Obstetrics  and  Gynecology  at  the  Wilmington  Medical  Center. 


munology.  He  observed  that  the  milkmaids  had 
smooth  skin  and  complexion  whereas  the  people 
in  the  villages  had  pock-marked  faces,  and,  as  a 
result,  poor  complexions.  He  suggested  that 
cowpox  had  given  the  milkmaids  protection 
against  smallpox.  He  discovered  that  inocula- 
tion with  cowpox  crusts  protected  man  against 
smallpox  during  epidemics  of  this  disease.  It  was 
fortunate  that  he  chose  a related  and  attenuated 
virus  and  did  not  produce  a serious  form  of  the 
disease,  but  only  a mild  form. 

Next,  Pasteur  was  able  to  show  that  by  the 
use  of  an  attenuated  bacterial  product,  he  was 
able  to  protect  the  inoculated  animal  against  the 
development  of  that  particular  disease.  Hericourt 
and  Richet  felt  that  if  this  could  be  done  with 
bacteria,  the  same  principle  should  apply  to  the 
control  of  cancer.  They  injected  human  cancers 
into  animals  and  developed  an  antiserum.  When 
they  later  used  this  antiserum,  the  resuts  were 
occasionally  spectacular  but  more  often,  the  re- 
sults were  very  poor.  Some  subjects  developed 
an  anaphylactic  reaction,  others  serum  sickness. 
It  is  obvious  to  us  now  that  their  serum  included 
cytolytic  antibodies  that  could  kill  tumor  cells 
and  also  enhancing  antibodies  that  could  cause 
the  growth  of  tumor  cells. 

Neither  did  they  realize  that  humoral  mecha- 
nisms require  antigen,  antibody,  and  complement 
to  carry  through  to  the  lysis  of  the  tumor  cell. 
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Ehrlich  proposed  the  humoral  theory  of  anti- 
body formation.  He  also  hypothesized  that  malig- 
nant neoplasms  possess  antigens  and  as  such  can 
be  recognized  as  being  foreign  to  the  host.  In 
addition,  in  1908  Ehrlich  indirectly  suggested  the 
theory  of  immunologic  surveillance.  When  he 
stated  that  in  the  enormously  complicated  course 
of  fetal  and  post-fetal  development,  aberrant  cells 
became  unusually  latent  because  of  the  organism’s 
positive  mechanism  which,  he  implied,  was  immu- 
nity. He  also  theorized  that  a depressed  immune 
response  allows  the  rapid,  parasitic  growth  of 
neoplastic  cells.  Little  more  was  done  in  the 
pursuit  of  a tumor  antigen  from  the  turn  of  the 
century  until  1943. 

At  the  beginning  of  this  century,  the  hope  was 
held  that  dissimilarities  between  normal  and  neo- 
plastic cells  could  be  demonstrated  by  immuno- 
logic methods  making  vaccination  against  cancer 
a possibility.  This  concept  was  based  on  experi- 
ments in  which  the  growth  of  transplanted  animal 
tumors  could  be  prevented  by  immunization  of 
recipients  of  the  transplants  in  various  ways.  These 
experiments,  however,  were  performed  with 
tumors  originating  and  tested  in  non-inbred  (out- 
bred)  animals.  The  graft  recipients  therefore 
rejected  the  neoplastic  cells  not  only  because  of 
an  immunity  to  (hypothetical)  tumor-specific 
antigens,  but  also — and  more  importantly — be- 
cause of  sensitization  to  those  normal  alloantigens 
that  were  present  in  the  animal  in  which  the  trans- 
planted tumor  originated  (and  therefore  in  the 
tumor)  but  not  in  the  recipients. 

When  it  was  recognized  that  the  many  claims 
of  tumor-specific  antigenicity  were  based  on  ex- 
periments in  which  an  immunity  to  normal  allo- 
antigens rather  than  tumor-specific  antigens  had 
been  demonstrated,  the  field  of  tumor  immunology 
came  into  disrepute.  A common  view  was  that 
tumor-specific  antigens  could  not  possibly  exist, 
since  they  would  confer  a selective  disadvantage 
on  the  cells  that  carried  them  and  lead  to  their 
immediate  elimination  by  immunologic  mecha- 
nisms. The  fact  that  neoplasms  often  metasta- 
size to  lymph  nodes  was  viewed  as  additional  in- 
dication that  an  immunologic  defense  against  can- 
cer could  hardly  play  a role. 

In  1943,  working  with  so-called  pedigreed 


animals  which  were  truly  inbred  strains  of  animals, 
Gross  was  able  to  show  that  mice  immunized  by 
intradermal  inoculations  of  tumor  cells  rejected 
a subcutaneous  transplant  of  the  same  tumor, 
while  nonimmunized  animals  did  not.  His  experi- 
ments were  done  on  very  small  numbers  of  ani- 
mals, and  there  were  few  controls  so  that  his 
work  was  largely  ignored.  In  1957,  Prehn  and 
Main  showed  that  mice  immunized  against  syn- 
geneic* methylcholanthrene-induced  fibrosar- 
comas by  inoculation  of  living  sarcoma  tissue, 
followed  by  surgical  removal  of  the  growing  tu- 
mors, were  resistant  to  subsequent  graft  of  the 
same  tumor.  They  also  showed  that  immuniza- 
tion with  normal  tissues  did  not  confer  resistance 
to  a tumor  graft  and  that  mice  that  had  become 
resistant  to  the  tumor  still  accepted  skin  grafts 
from  syngeneic  mates.  This  work  established 
the  fact  that  there  was  a tumor  antigen  present  on 
the  surface  of  the  tumor  cell. 

Transplantation  of  Tissue 

The  terms  auto  graft,  syngeneic  graft,  allo- 
geneic graft,  and  xenogeneic  graft  are  defined  as 
follows:  An  auto  graft  is  a transplant  in  the  same 
individual;  a syngeneic  graft  (isogeneic)  relates 
to  the  same  inbred  strain  or  identical  twins;  an 
allogeneic  graft  (homograft)  means  the  graft  is 
from  the  same  species  but  from  an  animal  with  a 
different  genetic  constitution.  The  xenogeneic 
graft  or  heterogeneic  graft  relates  to  a different 
species. 

Antigens  Present  on  Human  Tumor  Cells 

Each  cell  has  a variety  of  antigens  present  on 
its  surface.  These  antigens  vary  from  time  to 
time  depending  on  various  conditions  that  are 
present.  On  all  nucleated  cells,  there  is  a human 
leukocyte  antigen  which  identifies  us  as  unique 
individuals,  and  is  also  the  antigen  that  stimu- 
lates an  antibody  response  resulting  in  the  rejec- 
tion of  organ  or  tissue  grafts  from  one  individual 
to  another  who  are  not  syngeneic  (genetically 
alike).  As  each  individual  starts  from  a single 
cell  that  has  to  have  everything  present  that  will 
be  needed  for  the  rest  of  that  patient’s  life,  it  is 
not  surprising  to  find  that  among  males  and  fe- 
males with  a variety  of  tumors,  using  highly  sensi- 
tive pregnancy  tests,  approximately  40  percent 

*For  definition,  see  below:  Transplantation  of  Tissue. 
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give  a positive  pregnancy  test;  in  embryonal  tu- 
mors nearly  100  percent  do  so.  Obviously,  there 
are  genes  that  have  been  represented  from  em- 
bryonic life;  some  stimulus  causes  the  genes  to  be 
depressed,  thereby  producing  the  chorionic  gona- 
dotropin antigens  that  appear  on  the  surface  of 
the  cell.  The  work  of  Gold  has  confirmed  this; 
indeed,  it  was  demonstrated  that  the  cells  which 
contain  carcinoembryonic  antigen  also  contain  the 
HLA  antigen  of  that  particular  host.  The  HLA 
antigen  is  a much  more  potent  antigen,  and  stimu- 
lates an  immune  response  to  a greater  degree  than 
do  the  tumor  antigens  that  are  present  on  the 
surface  of  the  cell. 

Antigen,  Immunogen,  Tolerogen,  and  Hapten 

Immunogens  are  defined  as  substances  capable 
of  eliciting  an  immune  response;  antigens  are 
substances  that  can  be  specifically  bound  by  anti- 
bodies. Haptens  are  defined  as  antigens  that,  by 
virtue  of  their  small  size,  are  incapable  of  stimu- 
lating an  immune  response.  Like  haptens,  tolero- 
gens  contain  antigenic  determinants  but  do  not 
stimulate  the  formation  of  antibodies  or  specific- 
ally sensitize  cells.  Unlike  haptens,  tolerogens  ren- 
der an  individual  specifically  unresponsive  to  those 
determinants,  even  when  later  exposed  to  them  in 
a highly  immunogenic  form.  Tolerance  is  defined 
as  a state  of  specific  immunologic  unresponsive- 
ness to  an  antigen  that  would  normally  produce  a 
response. 

Cellular  Events  in  an  Immune  Response 

A knowledge  of  the  cellular  events  in  an  im- 
mune response  is  fundamental  to  understanding 
the  basic  mechanisms  relative  to  the  development 
of  both  cell-mediated  and  humoral  immunity. 

The  macrophage  is  the  keystone  in  the  develop- 
ment of  an  immune  response.  The  antigen  (any 
substances  foreign  to  the  host)  is  processed  by  the 
macrophage,  a mononuclear  phagocyte,  if  an  im- 
mune response  is  to  occur.  The  antigen  is  now  a 
processed  antigen.  Following  contact  of  the  an- 
tigen with  the  macrophage,  the  latter  sends  out 
a message  in  the  form  of  an  RNA  or  RNA-antigen 
complex.  Uncommitted  lymphocytes  are  trans- 
formed into  lymphoblasts;  the  transformed  lym- 
phoblasts give  rise  to  sensitized  lymphocytes  as 
well  as  to  plasma  cells.  The  plasma  cells  in  turn 
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produce  a variety  of  immunoglobulins,  five  of 
which  have  been  identified:  IgM,  IgG,  IgE,  IgA, 
and  IgD.  Sensitized  lymphocytes  proliferate  into 
so-called  killer  lymphocytes  that  have  the  ability 
to  destroy  cancer  cells,  produce  lymphokines,  and 
produce  delayed  hypersensitivity. 

The  Immune  Arc 

The  immune  response  is  divided  into  three 
phases.  The  first  phase  begins  with  the  adminis- 
tration of  the  antigen  and  ends  when  antigen  en- 
counters antigen-reactive  lymphocytes;  this  phase 
is  termed  the  afferent  limb.  The  afferent  limb  is 
the  means  by  which  the  stimulus,  ie,  the  antigen, 
is  delivered  to  the  central  processing  mechanism, 
which,  in  turn,  manufactures  the  effectors  of  the 
immune  response,  ie,  antibodies  and  specifically 
sensitized  cells.  The  dissemination  of  the  effec- 
tors throughout  the  body  defines  the  efferent  limb 
of  the  immune  reflex  arc. 

The  Differentiation  of  B Cell  and 
T Cell  Immunity 

Thymus  dependent  cells  (T  cells)  and  thymus 
independent  cells  (B  cells)  probably  arise  from 
a common  stem  cell  in  the  bone  marrow.  The 
exact  mechanism  by  which  each  cell  is  processed 
at  the  central  level  to  form  a T or  a B cell  has 
not  been  completely  elucidated.  The  differences 
in  opinion  about  the  origin  of  each  cell  type  are 
not  germane  to  the  present  discussion.  After 
these  cells  are  processed  at  the  central  level,  how- 
ever, the  T cells  are  long-lived,  up  to  years,  are 
mobile,  do  not  have  immunoglobulin  receptors, 
and  are  not  acted  upon  by  complement.  The  thy- 
mus-derived (T  cells)  provide  protection  against 
viruses  and  intracellular  bacteria,  play  a major 
role  in  rejections  of  grafts  and  neoplastic  cells, 
and  in  the  control  of  exogenous  parasites.  The  T 
cell  is  directly  responsible  for  the  delayed  hyper- 
sensitivity reaction  and  immunologic  surveillance. 
When  lymphocytes  come  in  contact  with  a specific 
antigen  to  which  they  have  been  sensitized,  they 
produce  lymphokines  (transfer  factor,  lympho- 
cyte transforming  activity,  migration  inhibition 
factor,  and  lymphotoxin). 

The  thymus  independent  or  bone  marrow  de- 
rived cells  (B  cells)  are  short-lived,  only  a few 
days.  They  make  up  the  humoral  mechanism 
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and  have  immunoglobulin  receptors.  The  B cells 
require  complement  for  their  lytic  action.  They 
are  a cell-free  antibody,  and  their  synthesis  results 
in  the  immunoglobulins  (IgG,  IgM,  IgA,  IgD,  and 
IgE).  These  antibodies  protect  the  organism 
against  bacterial  infections.  Bacterial  vaccines 
inoculated  into  the  organism  result  in  the  produc- 
tion of  immunoglobulins. 

The  immune  response  takes  two  forms:  (1)  a 
humoral  response  mediated  by  cell-free  fluid  con- 
taining antibodies  which  are  circulating  freely  in 
the  blood  stream  as  well  as  other  body  fluids  and 
(2)  a cell-mediated  immunity  carried  out  by  sensi- 
tized lymphocytes. 

The  humoral  response  (B  cell)  is  mediated  by 
immunoglobulins.  It  is  cell-free  and  made  up  of 
the  immunoglobulins  IgG,  IgM,  IgA,  IgD,  and 
IgE.  In  order  for  this  cell-free  antibody  to  have 
a killing  or  cytotoxic  effect,  a third  substance  in 
addition  to  the  antigen  and  antibody  is  required. 
This  substance,  called  complement,  is  made  up  of 
several  factors  present  in  the  normal  serum. 
Without  complement  antibody  can  bind  to  the 
antigen  on  a cell  surface  but  cannot  damage  or 
kill  the  cell.  The  nature  and  precise  function  of 
complement  have  only  recently  been  explained. 
The  humoral  response  offers  a defense  against 
most  bacteria  and  some  foreign  proteins. 

The  cell-mediated  response  (T  cell)  is  mediated 
by  sensitized  lymphocytes.  In  the  cell-mediated 
immune  (CMI)  response,  the  antibody  remains  an 
integral  part  of  the  cells  that  produced  it  and  is 
a cell  associated  antibody.  Sensitized  lymphocytes 
carrying  such  antibody  are  carried  in  the  lymph 
to  tumor  cells  where  their  antibody  combines  with 
the  antigen  determinant  on  the  surface  of  the 
tumor  cell.  The  cell-bound  antibody  then  be- 
comes capable  of  rupturing  and  killing  tumor  cells. 
The  mechanism  for  this  action  has  not  been  com- 
pletely elucidated.  The  cell-mediated  response  is 
particularly  important  in  graft  rejection  and  in  the 
elimination  of  viruses,  intracellular  bacteria,  and 
cancer  cells. 

There  are  subpopulations  of  T-lymphocytes,  ie, 
helper  and  suppressor.  The  helper  T-lympho- 
cytes  can  stimulate  immunocompetent  B cells  to 
differentiate  into  plasma  cells,  which  are  the  main 
producers  of  antibody  (immunoglobulin).  The 


stimulated  immunocompetent  B cell  may  produce 
a population  of  cells,  possibly  variants  of  the  B 
cell,  that  are  able  to  attack  tumor  cells  after  the 
tumor  cells  have  been  exposed  to  specific  antibody. 
This  variant  B cell  does  not  require  complement 
to  lyse  the  tumor  cell,  and  it  is  the  only  B cell 
capable  of  functioning  without  complement.  The 
suppressor  T-lymphocytes  have  an  inhibiting  ef- 
fect on  the  immune  system.  Reports  indicate  that 
autoimmunity  may  arise  whenever  there  exists 
a state  of  immunologic  imbalance  in  which  B cell 
activity  is  excessive  and  suppressor  T cell  activity 
is  diminished.  A central  mechanism  in  this  con- 
cept involves  a disturbance  of  the  delicate  balance 
between  suppressor  and  helper  activity  of  regula- 
tory T cells. 

Hypersensitivity 

Hypersensitivity  reactions  play  a very  important 
role  in  medicine.  Immediate  hypersensitivity  re- 
actions are  antibody-mediated,  while  delayed  hy- 
persensitivity is  cell-mediated.  The  immediate 
hypersensitivity  reaction  can  be  systemic  as  seen 
in  anaphylaxis  or  a local  cutaneous  reaction  with 
an  urticaria  response. 

Type  1.  The  first  type  of  immediate  hypersensi- 
tivity reaction  is  anaphylaxis.  IgE,  bound  to  mast 
cells  or  circulating  basophils,  interacts  with  the 
antigen,  thereby  causing  the  release  of  vasoactive 
substances  which  induce  an  immediate  inflamma- 
tory response.  Antigen  combines  with  antibody 
IgE  bound  to  the  cell  and  initiates  release  of  a 
vasoactive  substance,  histamine,  on  contact  with 
the  antigen.  Examples  of  this  immediate  type  of 
hypersensitivity  are  allergic  rhinitis  (hayfever) 
and  allergic  asthma. 

Type  2.  The  second  type,  cytotoxic  hypersensi- 
tivity, results  when  antibodies  bind  to  antigens  on 
membranes  and  destroy  the  host  cells.  Some  drugs 
have  a tendency  to  attach  to  red  blood  cells.  The 
body  then  identifies  these  cells  as  being  foreign, 
and  an  antibody  response  is  stimulated.  If  there 
is  complement  present,  agglutination  and  lysis  can 
result.  Examples  of  this  type  of  reaction  are 
blood  transfusion  reactions,  hemolytic  disease  of 
the  newborn,  and  some  of  the  unexplained  hemo- 
lytic crises  that  occur  while  patients  undergo  in- 
tensive drug  therapy. 

Type  3.  Immune  complex  hypersensitivity  oc- 
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curs  when  antigen-antibody  complexes  are  de- 
posited at  tissue  sites  and  a subsequent  destructive 
inflammatory  response  ensues.  If  the  antigen  and 
antibody  combine  in  the  presence  of  complement 
to  damage  local  blood  bessels,  the  result  is  an 
Arthus  phenomenon.  If  there  is  a systemic  effect 
on  lungs,  blood  vessels,  and  kidney,  serum  sick- 
ness results. 

Type  4.  Cell-mediated  or  delayed  type  of  hy- 
persensitivity reaction  is  the  fourth  type.  The 
previous  three  reactions  were  antibody-mediated. 
Cell-mediated  hypersensitivity  occurs  when  sensi- 
tized lymphocytes  react  to  specific  antigens  by 
the  release  of  lymphokines,  substances  released 
by  sensitized  lymphocytes  when  they  come  in  con- 
tact with  the  antigen  to  which  they  are  sensitized. 
There  are  at  least  four  mediators  of  cellular  im- 
munity, including  transfer  factor  (TF),  lympho- 
cyte-transforming activity  (LTA),  migration  in- 
hibition factor  (IF),  and  lymphotoxins  (LT). 

An  antigen  coming  in  contact  with  a sensitized 
lymphocyte  for  that  particular  tumor  antigen  can 


cause  destruction  of  the  antigen  directly,  or  can 
produce  the  very  active  pharmacologic  agents 
called  lymphokines.  These  give  rise  to  transfer 
factor,  migration-inhibition  factor,  blastogenic 
transformation,  cytoxic  factor,  and  interferon.  In 
cell-mediated  immunity  there  is  direct  contact  of 
sensitized  lymphocytes  with  the  antigen  as  well 
as  an  indirect  effect  on  the  lymphokines. 

The  cell-mediated  immunity  response  of  on- 
cology patients  may  be  tested  by  the  use  of  dini- 
trochlorobenzene  (DNCB).  This  is  carried  out 
by  painting  dilute  solutions  of  DNCB  on  three 
places  on  the  arm.  The  DNCB  acts  as  a hapten, 
binding  the  skin  protein  to  form  an  immunogen. 
It  is  then  processed  through  the  macrophage,  and 
having  become  a processed  antigen,  it  meets  with 
the  lymphocytes  to  sensitize  the  lymphocytes.  In 
approximately  two  weeks,  the  patient  is  challenged 
again  with  the  dinitrochlorobenzene.  If  a good 
delayed  hypersensitivity  response  is  identified,  ie, 
erythema  and  induration  > 5 mm,  it  is  assumed 
the  patients  can  mount  an  immune  response 


Del  Med  Jrl,  April  1980 — Vol  52,  No.  4 


201 


Immunology  in  Tumor  Therapeutics — Barber 


against  their  tumors.  There  has  been  high  clinical 
correlation  using  this  test.  If  the  test  is  negative, 
the  patients  are  usually  immunocompetent  and 
prognosis  is  poor  as  they  cannot  fight  off  their 
tumors.  A great  number  of  patients  with  positive 
tests  show  at  least  an  initial  response  to  therapy, 
but  the  test  is  not  particularly  correlated  with 
long-term  survival. 

Immunodeficiency  Disorders 

Immunodeficiency  disorders  are  classified  as 
defects  of  the  stem  cell,  T cell,  or  B cell.  More 
than  30  phenotypic  patterns  have  been  identified 
in  human  beings.  Among  the  primary  immuno- 
deficiency diseases  are  hereditary  ataxia  telan- 
giectasis, Wiskott-Aldrich  syndrome,  selective  IgA 
deficiency  disorders,  and  some  cases  of  chronic 
mucocutaneous  candidiasis. 

Whenever  nature  goes  wrong,  an  opportunity 
to  study  basic  mechanisms  is  usually  brought 
forth.  The  Bruton  type  of  agammaglobulinemia 
consists  of  repeated  bouts  of  infection  that  can 
be  controlled  by  the  use  of  antibiotics  but  recur. 
In  doing  electrophoretic  studies  on  the  serum  of 
these  patients,  Bruton  noted  that  they  were  lack- 
ing in  gamma  globulin.  These  patients  have  a 
defect  of  the  B cell  humoral  mechanism  that 
makes  them  unable  to  respond  to  a challenge  with 
a vaccine  by  producing  immunoglobulins.  They 
can  be  controlled  by  injection  of  gamma  globulin 
at  repeated  intervals. 

Another  syndrome  is  the  Di  George  syndrome 
in  which  there  is  a deficiency  of  the  thymus  so 
that  the  patients  are  unable  to  develop  a delayed 
hypersensitivity  reaction  and  cannot  fight  viruses, 
tumors,  or  parasitic  disease.  But  if  challenged 
with  a vaccine,  they  can  mount  an  immuno- 
globulin response,  and  so  patients  with  Di  George 
syndrome  do  fight  off  bacterial  infections.  Re- 
cently, they  have  been  treated  successfully  with 
embryonic  thymus  transplants. 

The  third  type  of  immunodeficiency  disorders 
is  the  Swiss-type  agammaglobulinemia.  This  is  a 
stem-cell  type  of  immunodeficiency  in  which  both 
B and  T cells  are  deficient.  These  patients  usually 
die  in  the  first  two  years  of  life,  but  recently  it 
has  been  possible  to  give  some  of  them  successful 
bone  marrow  transplants,  which  restored  their  T 
and  B cell  immunity. 


Autoimmunity 

Autoimmunity  and  immunodeficiency  are  very 
closely  associated.  An  imbalance  in  autoimmunity 
occurs  as  a consequence  of  genetic,  viral,  and  en- 
vironmental mechanisms  acting  singly  or  in  com- 
bination. The  pathogenesis  for  autoimmunity 
may  be  summarized  by  saying  that  there  is  an 
excess  of  helper  T cell  activity  or  a deficiency  of 
suppressor  T cell  activity.  The  overstimulation 
of  the  helper  T cell  can  lead  to  the  production  of 
autoantibodies.  If  this  overstimulation  continues, 
as  shown  experimentally  in  the  New  Zealand 
mouse,  a lymphoma  or  neoplastic  process  can 
develop,  nicely  demonstrating  the  gradations  from 
autoimmunity  all  the  way  to  a neoplastic  process. 
The  use  of  very  potent  drugs,  infection,  and  a 
neoplastic  process  often  set  up  a clinical  auto- 
immune disorder  which  is  of  a temporary  nature 
as  opposed  to  an  autoimmune  disease.  This  has 
been  seen  among  ovarian  cancer  patients,  who  are 
often  very  hard  to  crossmatch  for  transfusions. 
It  was  originally  assumed  that  these  women  had 
developed  strange  antibodies  to  previous  trans- 
fusions and  antigens  present  on  the  surface  of 
white  cells  and  platelet  cells,  but  in  certain  in- 
stances patients  with  this  problem  had  had  no 
previous  transfusions.  The  bothersome  antibody 
can  be  temporarily  suppressed  by  the  use  of  cor- 
tisone, and  crossmatch  can  then  be  carried  out. 
During  the  time  that  they  are  treated,  these  pa- 
tients feel  a heightened  sense  of  well-being  similar 
to  patients  who  are  treated  with  cortisone  who 
have  an  autoimmune  disease.1 

Complement 

Pfeifer  concluded  that  lysis  requires  at  best  two 
different  components,  one  produced  by  immuni- 
zation (antibody)  and  another  heat-labile  com- 
ponent normally  present  even  without  immuniza- 
tion. Since  the  heat-labile  component  seem  to 
complement  the  protective  function  of  antibody,  it 
was  termed  complement.  Complement  is  actually 
a system  composed  of  eleven  distinct,  naturally 
occurring  serum  proteins.  There  are  two  path- 
ways for  complement  activation,  the  classical  com- 
plement pathway  and  the  alternate  or  properdin 
pathway. 

After  an  antibody  attaches  to  a target  cell, 
complement  also  attaches,  and  through  a process 
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C2  and  C4  are  activated  and  then  complement  3 
(C3).  From  here  on  C5,  6,  7,  8,  and  9 combine 
to  lyse  the  cell  or  target  system.  The  properdin 
pathway  is  stimulated  by  polysaccharides,  endo- 
toxin, and  zymosan  which  act  as  the  initiating 
factor.  From  complement  3 (C3)  the  alternate 
pathway  and  the  classical  complement  pathway 
are  similar.  (Figure  1) 

Immunologic  Diagnosis 

Immunology  can  play  a role  in  clinical  medi- 
cine to  help  screen  for  different  types  of  disease. 
As  an  example,  an  increase  in  white  cells  and  in 
immunoglobulin  levels  indicates  a chronic  infec- 
tion such  as  tuberculosis,  osteomyelitis,  or  cocci- 
diodomycosis.  White  blood  cells  elevated  and 
immunoglobulin  levels  which  are  more  than  one 
standard  deviation  below  the  mean  suggest 
lymphoreticular  malignancy.  When  white  blood 
cells  are  low  and  elevated  immunoglobulin  levels 
are  present,  a chronic  collagen  disease  such  as 
lupus  erythematosus,  rheumatoid  arthritis,  or 
chronic  viral  infection  is  suggested. 

Failure  of  the  Immune  Response 

If  there  are  antigens  on  the  surface  of  the  tumor 


cell,  why  do  they  not  stimulate  host-protective 
immune  responses?  After  all,  bacteria  have 
antigens  that  stimulate  antibodies  resulting  in  in- 
fection control.  Once  the  diagnosis  of  invasive 
cancer  has  been  made,  however,  unless  definitive 
treatment  is  instituted,  the  patient  dies  from  the 
cancer. 

Failure  of  the  immune  response  may  be  due  to 
several  factors.  (1)  Immunosuppression  from 
aging,  certain  drugs,  neonatal  thymectomy,  an- 
aesthesia, surgery,  or  an  insult  which  has  sup- 
pressed the  immune  mechanism  of  the  patient’s 
increasing  susceptibility  to  cancer.  The  most  im- 
munosuppressant agent  of  all  is  the  tumor;  often 
by  removing  the  tumor  the  patient  can  be  con- 
verted from  an  immunoincompetent  patient  to  one 
who  is  immunocompetent.  (2)  Immunologic  tol- 
erance. If  one  is  exposed  to  antigens  early  in  life, 
or  if  the  patient  fails  to  recognize  an  antigen  as 
“non-self,”  the  disease  process  can  continue  to 
expand.  Since  tumors  start  as  one  cell,  it  is  likely 
that  in  certain  instances  the  host  considers  that 
particular  clone  of  cells  as  “self”  and  does  not 
mount  an  immune  response  against  it.  (3)  Ac- 
quired tolerance.  Very  often  small  amounts  of 
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FIGURE  1 

Classical  complement  pathway 
and  its  alternate  pathway  (pro- 
perdin ) . In  the  classic  complement 
pathway,  an  inciting  agent  stimu- 
lates an  antigen-antibody  re- 
sponse which  stimulates  produc- 
tion of  Cl,  C4,  and  C2  in  the 
presence  of  ionized  calcium  and 
magnesium,  which  in  turn  stimu- 
lates C3,  leading  to  production 
of  C4  to  C9  (chemotaxis)  This  is 
a cascade  effect.  The  alternate 
pathway  starts  with  a polysac- 
charide or  endotoxin,  which  in  the 
presence  of  magnesium  leads  to 
the  production  of  properdin  C3 
proactivator.  Enhanced  phagocy- 
tosis follows  production  of  C3. 
From  C4  to  C9,  the  steps  are  the 
same  as  in  the  classic  pathway. 

From  “Immunobiology  for  the  Clinician”  by 
Hugh  R.  K.  Barber,  M.D.,  published  by 
John  Wiley  & Sons,  Inc.,  p 49,  1977. 
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antigen  given  repeatedly  stimulate  the  develop- 
ment of  an  acquired  tolerance,  or  a large  amount 
of  antigen  overwhelms  the  host’s  immunologic 
response.  (4)  Immunologic  enhancement.  It  has 
been  shown  that  cancer  serum  may  protect  the 
animal.  Certain  humoral  immunoglobulins  are 
not  cytolytic  in  effect  but  are,  rather,  enhancing. 
When  these  coat  the  tumor  cells  or  react  with 
antigen  on  the  surface  of  the  cell,  they  produce 
complexes  that  protect  the  cell  against  attack  from 
the  killer  lymphocytes.  (5)  Immunoselection. 
Cancer  cells  continually  and  constantly  mutate. 
Some  contain  more  antigen  than  others;  these  are 
more  inclined  to  attract  the  antibody  to  their  sur- 
face. These  cells  are  then  eliminated,  leaving  the 
weaker  cells  to  survive.  Scientists  conclude  that 
these  mutated  cells  account  for  the  so-called 
“sneaking  through”  effect  of  immunoselection. 
(6)  Antigen  modulation.  When  antibody  is  pres- 
ent, certain  cells  stop  synthesizing  antigens;  when 
this  happens,  there  is  no  longer  an  immune  re- 
sponse mounted. 

Immunotherapy 

The  ultimate  goal  of  tumor  immunology  is  the 
effective  immunization  of  cancer  patients  against 
their  own  tumors.  Immunotherapy  is  potentially 
the  perfect  therapeutic  modality  for  the  treatment 
of  cancer.  It  is  exquisitely  specific,  and  the  effect 
should  be  systemic.  It  operates  by  the  zero  order 
of  cell  kinetics,  and  there  should  be  no  deformity 
or  functional  impairment  of  the  patient. 

The  principal  disadvantages  of  immunotherapy 
are  that  it  does  not  work  very  well,  and  that  often 
it  does  not  work  at  all.  The  reasons  for  this  may 
be  limitations  inherent  in  the  immune  response 
itself,  or,  possibly,  the  lack  of  knowledge  of  how 
to  best  exploit  immunologic  phenomenon.  It  is 
my  opinion  that  until  we  have  a method  for 
measuring  the  volume  of  tumor  such  as  is  done 
with  choriocarcinoma  using  chorionic  gonado- 
tropin titers,  little  progress  will  be  made  in  im- 
munotherapy. If  the  volume  of  tuhior  is  too  large, 
the  patient  is  not  helped  by  the  use  of  immuno- 
therapy. 

It  has  been  shown  that  immunoprophylaxis  has 
a role  in  the  treatment  of  some  patients  with  can- 
cer, particularly  when  combined  with  other  mo- 
dalities of  treatment  and  with  a small  volume  of 
cancer.2 


There  are  several  types  of  immunotherapy  of 
cancer.  Active  immunization  against  cancer  cells 
is  one  method.  If  common  antigens  are  present 
among  families  of  tumors,  it  should  be  possible 
to  establish  a serologic  test  as  well  as  to  provide 
a vaccine  that  can  produce  active  immunization. 

Another  method  would  be  the  modification  of 
antigenicity.  This  has  been  accomplished  in  ani- 
mals by  using  a very  antigenic  cell  acting  with  a 
tumor  cell  that  has  low  antigenicity;  the  produc- 
tion of  a hybrid  cell  results  in  a cell  of  high 
antigenicity  with  low  potential  to  develop  a malig- 
nancy in  the  patient  host. 

Still  another  technique  would  be  passive  im- 
munization against  cancer  whereby  tumor  is  used 
to  stimulate  production  of  antiserum  against  that 
particular  tumor.  The  limitations  of  course  are 
the  possibility  of  serum  sickness  and  the  present 
unpredictability  of  knowing  whether  cytolytic 
antibodies  or  enhancing  antibodies  will  be  pro- 
duced. The  other  deficiency  is  that  this  is  a 
humoral  mechanism  that  needs  complement;  at 
this  time,  there  is  no  way  to  produce  enough 
complement  to  eradicate  a large  volume  of  tumor 
effectively. 

Still  another  mechanism  is  adoptive  immuni- 
zation in  which  sensitized  lymphocytes  are  taken 
from  someone  who  has  had  the  same  cancer  as 
the  donor,  and  injected  into  the  recipient.  Un- 
fortunately, there  are  strong  HLA  antigens  on 
the  surface  of  these  lymphocytes  which  stimulate 
an  antibody  response  against  them.  This  limits 
the  effectiveness  of  giving  repeated  infusions  or 
transfusions  of  these  lymphocytes.  In  addition, 
there  is  a moral  question  whether  lymphocytes 
should  be  taken  from  someone  who  has  recovered 
from  cancer.  If  the  cancer  is  being  held  in  check 
by  these  lymphocytes,  should  the  donor  be  de- 
prived of  this  protection? 

The  next  category,  the  non-specific  method  of 
immunotherapy,  is  the  most  common.  Two 
modalities  that  have  been  most  used  are  BCG 
(Baccillus  Calmette-Guerin),  used  intradermally 
or  by  direct  injection  into  the  tumor,  and  Coryne- 
bacterium  parvum.  Each  of  these  gives  approxi- 
mately the  same  results;  each  is  non-specific  and 
unpredictable  in  the  response  that  it  produced. 
BCG  must  contain  live  bacteria  to  be  effective, 
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whereas  C.  parvum  is  not  given  as  a live  vaccine. 
BCG  immunotherapy  is  not  without  complica- 
tions, which  include  ulceration,  induration,  pru- 
ritis,  serous  drainage,  and  regional  lymphaden- 
opathy,  as  well  as  systemic  manifestations  includ- 
ing fever,  nausea,  hepatitis,  arthralgia,  erythema 
nodosum  thrombocytopenia,  anaphylaxis,  and 
even  death. 

Summary 

Immunology  is  a new  discipline  of  medicine 
cutting  across  all  specialty  lines.  The  immuno- 
logic system  is  exquisitely  sensitive.  Qualitative 
differences  between  normal  and  cancer  cells  that 
have  escaped  other  methods  of  investigation  are 
revealed  by  techniques  that  take  advantage  of  the 
extraordinary  power  of  discrimination  of  the  im- 
mune defense  mechanism. 

This  mechanism  is  capable  of  distinguishing 
even  minute  differences  between  protein  mole- 
cules, probably  even  one  different  amino  acid  in  a 
chain  of  several  thousand. 

Continued  therapeutic  advances  may  be  ex- 


pected utilizing  immunologic  principles  and  pro- 
ducts. 
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JUVENILE  RHEUMATOID  ARTHRITIS 


Robert  A.  Doughty,  M.D.,  Ph.D. 


Juvenile  rheumatoid  arthritis  (JRA)  is  the 
most  common  of  the  connective  tissue  disorders 
affecting  children.  It  has  been  estimated  to  occur 
with  a frequency  of  one  case  per  10,000  children 
per  year.  JRA  is  a multi-system  disease  and,  as 
such,  has  many  different  clinical  presentations. 
Because  of  its  variety  of  clinical  presentations  and 
the  absence  of  any  specific  laboratory  tests  to  es- 
tablish the  diagnosis,  it  is  important  to  have  an 
organized  approach  to  the  differential  diagnosis 
of  this  disorder. 

Sub-Types 

Juvenile  rheumatoid  arthritis  has  been  divided 
into  three  sub-types  of  clinical  presentation,  which 
are  defined  by  the  clinical  presentation  during  the 
first  six  months  of  the  disease.  Table  1 shows  the 
current  classification  of  JRA  sub-types. 

Systemic  JRA  presents  with  daily  spiking  fever, 
rheumatoid  rash,  lymphadenopathy,  hepatospleno- 
megaly,  and  polyarticular  arthritis.  Onset  is 
usually  at  four  to  five  years  of  age.  This  sub-type 
comprises  approximately  20%  of  the  cases  of 
JRA. 

Pauciarticular  JRA  (approximately  50%  of  the 
cases)  is  defined  as  involving  fewer  than  five 
joints.  Two  categories  within  this  sub-type  are 
now  recognized:  an  early-childhood  onset  form 
affecting  predominantly  girls,  and  a late-childhood 
onset  form  involving  primarily  boys.  A significant 
percentage  of  affected  individuals  in  the  latter 
group  subsequently  develop  ankylosing  spondyli- 
tis. 

The  polyarticular  sub-type  presents  as  JRA 
with  arthritis  in  five  or  more  joints.  The  two 
sub-groups  of  this  form  of  the  disease  are  based 

Dr.  Doughty  is  Assistant  Professor  of  Pediatrics,  University  of 
Pennsylvania  School  of  Medicine,  and  Associate  Physician  and 
Assistant  Director  of  Rheumatology,  Children’s  Hospital  of  Phila- 
delphia. 
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upon  positivity  of  the  rheumatoid  factor  assay. 
In  both  groups,  girls  are  predominantly  affected. 
The  rheumatoid  factor  negative  sub-group  occurs 
primarily  in  young  children.  The  rhematoid  fac- 
tor postive  group  affects  girls  in  late  childhood 
or  early  adolescence;  it  carries  a poor  prognosis 
regarding  development  of  chronic  disease  and 
disability. 

Importance  of  History  and  Physical 
Examination  in  Diagnosis  of  JRA 

An  accurate  history  and  physical  examination 
may  provide  important  clues  to  the  correct  diag- 
nosis of  JRA  which  is  largely  a diagnosis  of  ex- 
clusion. Table  2 lists  some  of  the  important  his- 
torical points  to  consider  in  patients  with  sus- 
pected JRA.  A careful  history  should  be  obtained 
regarding  joint  development,  and  its  exact  chron- 
ology should  be  established.  The  degree  of  pain 
is  important  in  that  the  arthritis  of  JRA  is  gener- 
ally less  painful  than  that  of  other  conditions  such 
as  rheumatic  fever,  septic  arthritis,  and  gonococcal 
arthritis.  JRA  arthritis  typically  improves  with 
use  of  the  affected  joints,  and  morning  stiffness 
is  a common  finding.  The  presence  of  precipitat- 
ing factors  such  as  antecedent  infection,  trauma, 
drug  ingestion,  or  emotional  factors  is  important. 
A search  for  evidence  of  inflammation  involving 
other  body  systems  should  be  made.  An  allergic 
history  may  give  an  alternative  explanation  of  a 
rash  resembling  that  of  JRA.  Immunizations  may 
precipitate  arthritis  of  short  duration  or  may  serve 
as  a trigger  for  JRA.  Weight  and  subsequently 
height  are  frequently  affected  in  children  with 
chronic  JRA. 

Although  there  is  generally  no  strict  genetic 
transmission  of  connective  tissue  disorders,  the 
presence  of  these  disorders  in  other  members  in 
a family  may  be  significant.  A careful  psycho- 
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TABLE  1 

CLINICAL  CLASSIFICATION  OF  DISEASE 


JRA*  Type 

Percent  of  Cases 

Predominant  Sex 

Onset 

1.  Systemic 

20% 

Neither 

Early  childhood 

II.  Pauciarticular 

50% 

Females 

Early  childhood 

Males 

Late  childhood 

and  adolescence 

III.  Polyarticular 

30% 

A.  Negative  Rheumatoid 

Females 

Early  childhood 

Factor 

B.  Positive  Rheumatoid 

Females 

Late  childhood 

Factor 

and  adolescence 

•Juvenile  rheumatoid  arthritis 


social  history  needs  to  be  obtained,  both  as  a 
possible  etiology  of  the  child’s  symptoms  and  in 
order  to  define  an  important  area  for  subsequent 
attention  if  the  child  does,  in  fact,  have  a chronic 
disease  like  JRA. 

Table  3 lists  a number  of  findings  which  should 
be  carefully  considered  in  the  physical  examina- 
tion. Alopecia,  if  present,  is  suggestive  of  sys- 
temic lupus  erythematosus  (SLE)  rather  than 
JRA.  The  presence  of  conjunctivitis  or  irregu- 
larity of  the  iris  suggests  the  presence  of  iridocy- 
clitis, the  eye  involvement  of  JRA.  Examination 

TABLE  2 

ARTHRITIS:  IMPORTANT  POINTS  IN  THE  HISTORY 

A.  Involved  Joints: 

Antecedent  illness,  trauma 
Timing,  pattern,  and  duration  of  involvement 
Degree  of  pain,  response  to  activity/ 
analgesics 

Presence  of  morning  stiffness 
Previous  episodes  of  joint  problems 
Precipitating  factors 

B.  Evidence  of  systemic  involvement:  CNS,  eyes, 

pharynx,  cardio-respiratory,  gastrointestinal, 
genitourinary,  neuromuscular,  fever,  malaise, 
weight  loss 

C.  Allergies 

D.  Recent  immunizations 

E.  Growth  and  development 

F.  Family  history 

G.  Psychosocial  history 
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of  the  external  ears  may  reveal  the  presence  of 
the  scarring  dermatitis  of  discoid  SLE.  The  nasal 
septum  and  pharynx  should  be  examined  for 
presence  of  ulcerations  suggestive  of  systemic 
vasculitis.  Cervical  adenopathy  is  commonly  seen 
in  the  connective  tissue  disorders;  however,  the 

TABLE  3 

ARTHRITIS:  IMPORTANT  POINTS  IN  THE 
PHYSICAL  EXAMINATION 

A.  Alopecia 

B.  Eyes — conjunctivitis,  iris  irregularity 

C.  Ears — discoid  SLE 

D.  Nose — septal  ulceration 

E.  Pharynx — ulcers,  petechiae,  exudates 

F.  Cervical  adenopathy,  masses 

G.  Chest — rales,  effusion 

H.  Cardiovascular — murmurs,  arrhythmias, 

hypertension 

I.  Hepatosplenomegaly,  masses 

J.  Genitourinary — ulcerations,  inflammation 

K.  Extremities — warmth;  tenderness,  limited  range 

of  motion;  swelling,  especially  of  T-M  joints, 
cervical  spine,  sternoclavicular,  all  small 
joints  of  hands  and  feet;  leg  length  in- 
equality; ligamentous  stability  of  involved 
joints;  Raynaud's  phenomenon 

L.  Neuromuscular — muscle  weakness,  muscle 

wasting,  mental  status,  reflexes,  sensory 
changes 

M.  Skin — erythematous  vs  petechial/purpuric 

rashes;  other  rashes;  fingernails — pitting 

N.  Growth  chart 
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presence  of  an  impressive  mass  suggests  malig- 
nancy. 

Examination  of  the  chest  should  exclude  car- 
diac or  pulmonary  parenchymal  or  pleural  in- 
flammation. The  abdomen  should  be  examined 
for  the  presence  of  hepatosplenomegaly  or  ab- 
normal masses.  Urethral  ulcerations  may  be  seen 
in  allergic  vasculitis  and  in  Reiter’s  syndrome. 

The  extremities  and  joints  should  be  examined 
for  evidence  of  both  acute  and  chronic  inflam- 
mation. Raynaud’s  phenomenon  is  suggestive  of 
either  SLE  or  scleroderma.  Neuromuscular  ex- 
amination, in  addition  to  assessment  of  mental 
status,  cranial  nerve  function,  and  peripheral  re- 
flexes, should  focus  on  muscle  strength  and  evi- 
dence of  muscle  wasting.  Erythematous  skin 
rashes  should  be  differentiated  from  non-blanch- 
ing petechial/purpuric  rashes  of  vasculitis.  Pitted 
fingernails  may  point  one  toward  a diagnosis  of 
psoriatic  arthritis.  Finally,  a growth  chart  can 
be  a sensitive  indicator  of  chronic  disease  in  chil- 
dren in  whom  the  duration  of  illness  is  in  question. 

Differential  Diagnosis  of  Arthritis 

Table  4 lists  a differential  diagnosis  of  arthritis 
in  childhood.  Juvenile  rheumatoid  arthritis  is 
defined  as  “persistent  arthritis  of  one  or  more 
joints  for  at  least  six  weeks  after  elimination  of 
other  causes  of  arthritis.”  The  diagnoses  listed 

TABLE  4 

DIFFERENTIAL  DIAGNOSIS  OF  ARTHRITIS 

A.  Infectious 

Bacterial 

Viral 

Fungal 

B.  Rheumatic  Disease 

JRA 

Rheumatic  fever 
Systemic  lupus  erythematosus 
Ankylosing  spondylitis 
Dermatomyositis 

Vasculitis  (Polyarteritis,  Henoch-Schonlein 
purpura,  mucocutaneous  lymph 
node  syndrome) 

Scleroderma 
Psoriatic  arthritis 


Reiter’s  syndrome 
Sjogren’s  syndrome 
Mixed  connective  tissue  disease 
Behcet’s  syndrome 

C.  Traumatic/Mechanical  Derangements 

Osteochondritis/ Aseptic  Necrosis — Legg- 
Perthes,  Osgood-Schlatter,  Freiberg's, 
Kohler’s,  Scheuerman’s,  Sever’s 
“Diseases” 

Other — SCFE;  fractures;  joint,  muscle, 
ligamentous  injuries;  battered-child 
syndrome;  Ehler-Danlos  Syndrome; 
Chondromalacia  patella;  toxic  synovitis 

D.  Tumors 

Pigmented  villonodular  synovitis 

Synovial  chondromatosis 

Hemangiomas 

Lipomas 

Fibromas 

Synovial  sarcoma 

Leukemia 

Neuroblastoma 

E.  Hematologic  Diseases 

Sickle  cell  or  sickle-thalassemia 
hemoglobinopathy 
Hemophilia 
Hemosiderosis 

F.  Immunologically-mediated  Arthritis 

Inflammatory  bowel  disease 
Chronic  active  hepatitis 
“Reactive  arthritis’’  (associated  with 
Yersinia,  Salmonella,  Shigella) 
Post-infectious  arthritis 

G.  Immunodeficiency 

IgA  deficiency 
Complement  deficiency 
Agammaglobulinemia 

H.  Genetic/Metabolic  Disorders 

Gaucher’s 

Fabry’s 

Farber’s 

Lipochrome  histocytosis 

Hyperlipoproteinemia 

Gout 

I.  Miscellaneous 

Sarcoidosis 

Hypertrophic  osteoarthropathy 
Amyloidosis 
Reticulohistocytosis 
Psychogenic  arthralgia 
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in  Table  4 need  to  be  excluded  before  this  diag- 
nosis can  be  firmly  established. 

Table  5 outlines  an  approach  to  evaluation  of 
a child  with  arthritis.  It  is  important  to  define 
“arthritis”  precisely  in  order  to  exclude  arthralgia. 
Arthritis  is  heat  or  swelling  of  a joint,  or  limita- 
tion of  motion  of  a joint  with  heat,  pain,  or  ten- 
derness. Pain  or  tenderness  alone  is  not  sufficient 
to  confirm  the  presence  of  arthritis. 

Radiographs  of  affected  joints  should  be  ob- 
tained to  rule  out  bone  lesions  such  as  tumors, 
cysts,  etc.  The  next  branch  in  the  differential 
diagnosis  is  based  on  the  presence  or  absence  of 
fever.  In  a febrile  child,  the  number  of  joints 
involved  becomes  important.  Single  joint  involve- 
ment suggests  septic  arthritis;  arthrocentesis  needs 
to  be  performed  to  rule  out  this  possibility.  In  a 
febrile  child  with  multiple  joint  involvement,  the 
duration  of  illness  is  highly  significant.  With 
polyarticular  disease  of  short  duration  acute  rheu- 
matic fever,  gonococcal  arthritis,  infectious  arth- 
ritis, and  reactive  arthritis  are  all  possible;  the 
pattern  of  joint  involvement  may  be  helpful  in 


the  differential  diagnosis.  With  longer  duration, 
rheumatic  disease  becomes  increasingly  likely. 
In  the  absence  of  fever,  multiple  joint  involvement 
is  highly  suggestive  of  rheumatic  disease.  With 
involvement  of  only  a few  joints,  duration  of 
symptoms  may  be  a significant  factor  in  narrow- 
ing the  differential.  Trauma,  bleeding  disorders, 
toxic  synovitis,  and  mechanical  derangements  are 
commonly  seen  as  causes  of  pauciarticular  or 
monoarticular  arthritis  without  fever  and  of  short 
duration.  With  long  duration,  rheumatic  diseases, 
chronic  infections,  tumors,  and  mechanical  de- 
rangements are  more  likely.  The  flow  sheet  in 
Table  5 lists  some  of  the  laboratory  studies  which 
may  be  helpful  in  pursuing  the  various  differen- 
tial diagnoses. 

JRA  Treatment 

Once  a diagnosis  of  juvenile  rheumatoid  arth- 
ritis has  been  established,  treatment  should  be 
initiated,  although  a trial  of  non-steroidal  anti- 
inflammatory medication  prior  to  the  establish- 
ment of  diagnosis  may  be  helpful  as  a diagnostic 
trial.  Aspirin  is  the  safest  and  most  effective 
drug.  The  dose  is  100  mg/kg/day  for  pa- 
tients up  to  25  kg  of  weight.  Although  gastro- 
intestinal upset  and  hepatitis  may  be  associated 
with  aspirin  administration,  the  symptoms  are 
generally  mild  and  not  associated  with  serious 
morbidity.  Tolmetin,  10-30  mg/kg/day,  a re- 
cently introduced  non-steroidal  anti-inflammatory 
drug  (NSAID),  is  being  increasingly  used  in  those 
children  who  cannot  tolerate  salicylate  therapy. 
The  chief  toxicities  are  bone  marrow  suppression, 
nephritis,  headaches,  and  gastrointestinal  upset. 
A variety  of  other  non-steroidal  anti-inflammatory 
drugs  are  available  for  use,  but  the  dosage  and 
toxicity  of  these  drugs  has  been  less  well  defined 
in  children. 

In  addition  to  the  non-steroidal  anti-inflam- 
matory drugs  there  are  a number  of  anti-rheumatic 
drugs  which  may  be  useful  in  children  who  do 
not  respond  to  adequate  non-steroidal  anti-inflam- 
matory therapy  or  who  have  severe  progressive 
disease  unresponsive  to  adequate  dosage  of  sali- 
cylates or  other  non-steroidal  anti-inflammatory 
drug  or  who  develop  life-threatening  complica- 
tions (eg,  pericarditis,  nephritis,  encephalitis). 
Most  of  these  anti-rheumatic  drugs  require  many 
weeks  to  months  for  an  effect.  They  have  the 
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advantage  over  the  NSAID’s  in  that  they  may 
actually  alter  the  course  of  the  rheumatic  inflam- 
matory process.  Gold  is  a commonly  used  agent, 
but  its  usefulness  is  limited  by  the  requirement 
for  weekly  injections,  the  high  incidence  of  toxic 
reactions,  and  the  prolonged  period  of  therapy 
required  to  obtain  an  effect.  Chloroquine  is  a 
relatively  weak  agent.  Although  very  effective 
anti-inflammatory  agents,  steroids  have  multiple 
toxicities.  Penicillamine  and  Levamisol,  currently 
under  study,  may  be  promising  future  alternatives. 

Salicylate  Therapy 

Table  6 outlines  a protocol  for  initiation  of 
salicylate  therapy.  The  baseline  sedimentation 
rate  (if  elevated  initially)  can  be  used  to  help 
monitor  the  anti-inflammatory  effect  of  salicylates. 
Baseline  liver  function  tests  should  be  obtained 
because  of  aspirin-induced  hepatitis.  Parents 
should  be  appropriately  counselled  about  signs 
of  salicylate  toxicity.  Since  the  half-life  of  aspirin 
increases  significantly  with  salicylate  dosage,  it 
is  not  necessary  to  give  aspirin  every  four  hours 
when  anti-inflammatory  dosages  are  prescribed. 
It  takes  from  three  to  ten  days  to  obtain  a plateau 
salicylate  level;  consequently,  it  is  wise  to  wait 
one  to  two  weeks  prior  to  obtaining  a salicylate 
level.  Liver  function  tests  should  be  checked  at 
this  time  to  look  for  asymptomatic  hepatitis. 

Dosages  of  salicylates  should  be  altered  to  ob- 
tain salicylate  levels  in  the  therapeutic  range  of 
20-30  mg/dl.  If  doses  greater  than  100  mg/ 
kg/day  are  required,  one  must  use  small  incre- 
ments of  dosage  in  order  to  avoid  clinical  toxicities 
since  salicylate  excretion  follows  saturation  kine- 
tics. 

Asymptomatic  low-level  hepatic  enzyme  eleva- 
tions (SGOT  less  than  400  IU)  are  commonly 
seen  in  the  first  three  months  after  initiation  of 
therapy.  These  levels  generally  return  to  normal 
without  requiring  discontinuation  of  salicylates. 
With  greater  elevation  of  liver  enzymes,  or  with 
evidence  of  clinical  hepatitis,  it  is  generally  wise 
to  discontinue  salicylates  and  switch  to  alternative 
non-steroidal  anti-inflammatory  therapy. 

Salicylate  therapy  is  generally  maintained  for 
at  least  three  to  six  months.  If  the  patient  does 
not  show  a response  to  salicylates  in  this  period, 
alternative  therapy  should  be  considered.  Sali- 
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TABLE  6 

PROTOCOL  FOR  SALICYLATE  THERAPY 

( 1 ) Obtain  baseline  sedimentation  rate  and  liver 
function  tests  (SGOT/SGPT). 

(2)  Begin  patient  on  aspirin. 

a)  Dosage  100  mg/kg/day  in  four  doses 
(not  necessary  to  give  every  six  hours). 
For  weights  > 25  kg  give  2. 4-3. 3 g/day 
as  starting  dose. 

b)  Use  only  plain  aspirin  (no  buffered  sali- 
cylates or  acetaminophen  combinations). 

( 3 ) Counsel  patient/ parents  about  signs  of 
salicylate  toxicity: 

Hyperventilation 

Tinnitus 

Abdominal  pain 
Melena 
Somnolence 
Increased  bruising 
Nosebleeds 

(4)  Check  salicylate  level  one  to  two  weeks  after 
initiation  of  therapy.  Serum  should  be  ob- 
tained two  hours  after  a dosage.  Also  check 
SGOT/SGPT  for  hepatotoxicity. 

(5)  Increase  or  decrease  salicylate  dosage  to  ob- 
tain level  of  20-30  mg/dl. 

(6)  For  elevated  SGOT/SGPT: 

a)  Switch  to  alternative  drug  if  SGOT/SGPT 
is  >400  IU  or  if  patient  demonstrates 
symptoms  of  hepatitis. 

b)  Follow  liver  function  test  for  asymptomatic 
low  level  elevation  (SGOT/SGPT  <400 
IU)  as  these  usually  return  to  normal 
within  three  months  on  therapy. 

(7)  Maintain  therapy,  checking  salicylate  level 
and  SGOT/SGPT  every  three  to  six  months  or 
more  frequently  for  either  poor  response  or 
signs  of  toxicity. 

(8)  Continue  therapy  for  several  months  after 
patient  is  in  clinical  remission. 

cylate  levels  are  generally  checked  every  three  to 
six  months,  both  to  monitor  compliance  and  to 
assure  adequate  therapeutic  levels  in  a growing 
child.  Once  clinical  remission  is  obtained,  therapy 
is  generally  continued  for  several  months  longer 
and  the  salicylates  then  gradually  tapered  and 
discontinued. 
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TABLE  72 

PROGNOSIS  OF  JRA 


Sub-Type 

Systemic 

Polyarticular 

Pauciarticular 


Active  Disease 
After  1 5 Years 
20% 

40% 

30% 


Moderate-Severe 
Joint  Disability 
15% 

20% 

0% 


Iridocyclitis 

5% 

2% 

15-20% 


Complications 

There  are  several  major  complications  of 
chronic  juvenile  rheumatoid  arthritis.  Iridocycli- 
tis is  a potentialy  serious  complication  which  can 
be  easily  missed.  It  is  asymptomatic  in  approxi- 
mately 50%  of  the  cases.  Approximately  one-third 
of  involved  eyes  develop  severe  visual  impairment. 
Annual  ophthalmologic  examination  with  a slit 
lamp  should  be  performed  to  screen  for  this  prob- 
lem. Generalized  growth  retardation  may  occur. 
Leg  length  inequality  should  be  carefully  moni- 
tored in  children  with  unilateral  pauciarticular  dis- 
ease since  this  may  lead  to  secondary  scoliosis. 
Careful  attention  to  anti-inflammatory  drug  ther- 
apy, early  recognition  of  limitation  of  joint  motion, 
and  physical  therapy  can  help  prevent  develop- 
ment of  chronic  joint  disability.  Decreased  range 
of  motion,  bony  ankylosis,  and  joint  destruction 
can  occur  as  can  osteoporosis  and  fractures.  One 
must  be  careful  not  to  overlook  the  psychosocial 
aspects  of  this  chronic  illness;  early  identification 
of  problems  in  this  area  can  help  prevent  major 
pathology. 

Prognosis 

Table  7 outlines  the  prognosis  of  juvenile  rheu- 


matoid arthritis  by  sub-type.  Pauciarticular  dis- 
ease has  the  best  overall  prognosis;  however,  these 
children  have  an  increased  incidence  of  irido- 
cyclitis, which  may  cause  serious  morbidity.  Al- 
though a high  percentage  of  children  with  systemic 
JRA  ultimately  go  into  remission,  those  with 
polyarticular  arthritis  frequently  develop  severe, 
long-term  joint  disability.  The  death  rate  on  long- 
term follow-up  of  JRA  is  probable  less  than  5%. 
When  death  occurs,  it  is  usually  due  to  a side 
effect  of  therapy,  renal  failure  due  to  amyloidosis, 
or  heart  failure  from  cardiac  involvement. 

Summary 

Juvenile  rheumatoid  arthritis  is  a frequently 
encountered  diagnostic  possibility  in  children.  It 
is  often  a diagnosis  of  exclusion  which  can  be  es- 
tablished only  after  careful  evaluation  to  rule  out 
the  multiple  other  causes  of  arthritis  in  children. 
Most  children  are  adequately  treated  with  sali- 
cylates, and  the  overall  prognosis  is  quite  good. 
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Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES SM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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SECOND  OPINION,  SECOND  THOUGHTS 

A Private  Battle  is  a story  of  the  last  four  years 
in  the  life  of  Cornelius  Ryan,  author  of  The 
Longest  Day,  The  Last  Battle,  and  A Bridge  Too 
Far.  It  is  the  story  of  his  courageous  battle 
against  the  ravages  of  prostatic  cancer  as  told  by 
his  wife  and  from  tapes  discovered  after  his  death 
of  his  own  emotional  reactions,  disappointments, 
and  hopes,  as  well  as  his  decision-making  pro- 
cesses during  his  illness. 

During  the  initial  phase  of  his  illness,  he  ulti- 
mately sought  the  opinions  of  four  different  phy- 
sicians, all  well-established  and  respected  people 
in  their  specialties.  Each  time  he  had  a some- 
what different  opinion  as  to  how  his  particular 
disease  should  be  treated.  After  receiving  the 
first  opinion,  he  voluntarily  sought  another 
opinion,  which  ultimately  led  to  the  third  and 
fourth  opinions.  The  story  that  follows  and  the 
emotional  turmoil  of  this  man  trying  to  make 
the  correct  decisions  for  himself  illustrate  the 
necessity  as  well  as  the  difficulties  of  inclusion 
of  the  patient  in  decision-making  in  medicine. 

Why  are  there  differences  in  the  opinions  of 
two  physicians  as  to  the  diagnosis  and  treatment 
of  the  same  disease?  Should  all  patients  be  ad- 
vised to  seek  a second  opinion  in  instances  where 
treatment  may  be  controversial  or  the  diagnosis 
may  be  in  question?  Are  mandatory  second 
opinions  necessarily  good  medicine? 

In  1974,  Eugene  G.  McCarthy,  M.D.,  and 
Geraldine  W.  Widmer  published  an  article  en- 
titled, “The  Effects  of  Screening  by  Consultants 
on  Recommended  Elective  Surgical  Procedures” 
in  The  New  England  Journal  of  Medicine.  Various 
forms  of  voluntary  and  mandatory  second  opin- 
ions for  elective  surgery  have  been  suggested  as  a 
means  of  cost  containment  since  that  time.  The 
findings  of  this  study  have  been  used  to  calculate 
a large  volume  of  “unnecessary”  surgery  per- 


formed in  the  United  States.  Unnecessary  sur- 
gery in  this  case  is  based  on  a difference  of  opin- 
ion between  two  surgeons,  the  study  assuming  that 
the  second  surgeon’s  opinion  was  always  correct. 
The  results  of  the  Cornell  Elective  Surgery  Second 
Opinion  Program  were  presented  in  1978  in  the 
Annals  of  Surgery  by  Dr.  McCarthy  and  his  col- 
leagues. Between  1972  and  1978,  7,053  patients 
were  evaluated  for  proposed  elective  surgery  and 
of  27%  of  these,  the  operations  were  not  ap- 
proved. The  authors  listed  six  reasons  for  non- 
concurrence. These  were:  no  pathology  demon- 
strated, medical  treatment  preferable,  surgery  de- 
ferred pending  results  of  medical  treatment,  sur- 
gery approved  on  an  ambulatory  basis  only, 
further  diagnostic  evaluation  considered  necessary, 
and  surgery  contraindicated. 

Unfortunately,  the  implications  derived  by 
many  people  looking  at  this  study  are  that  all 
those  not  confirmed  represented  unnecessary 
surgery.  There  was  nothing  to  indicate  that  there 
may  have  been  an  honest  difference  in  opinion 
which  may  occur  any  time  there  are  alternative 
methods  of  treatment.  In  those  patients  in  whom 
medical  therapy  was  considered  preferable  to 
surgery  or  in  instances  where  the  consultant  felt 
that  surgical  treatment  might  be  necessary  in  the 
future,  confirmation  of  the  proposed  surgery  was 
denied  and  a trial  of  medical  therapy  recom- 
mended. In  a small  group  of  patients,  the  dif- 
ference in  opinion  was  primarily  on  how  the  sur- 
gery should  be  performed,  whether  on  an  ambula- 
tory basis  or  on  an  in-hospital  basis.  It  is  inter- 
esting that  the  board  status  of  the  initial  surgeon 
was  unrelated  to  the  percentage  of  surgery  which 
was  not  confirmed  by  the  second  consultant. 

The  cost  benefit  programs  since  instituted  by 
various  insurance  carriers,  as  well  as  HEW,  remain 
to  be  proven  and  are  not  the  main  point  of  this 
discussion.  It  is  of  interest,  however,  that  the 
utilization  of  second  opinion  programs  in  volun- 
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tary  systems  has  been  relatively  low,  reported 
from  3%  to  10%,  possibly  indicating  the  patient’s 
confidence  in  the  first  surgeon’s  recommendation 
or  possibly  reluctance  to  question  the  recommen- 
dation. 

What  happens  to  those  patients  who  are  not 
confirmed  by  the  second  opinion?  Follow-up  in 
the  McCarthy  study  at  six  months  reveals  that 
80%  of  those  who  are  not  confirmed  for  surgery 
have  not  had  their  surgery  performed.  The  figure 
had  only  dropped  to  77%  by  twelve  months.  The 
request  for  a third  opinion  is  very  infrequent  in 
all  of  the  studies  thus  far  reported.  It  was  also 
found  that  15%  of  the  confirmed  patients — that 
is,  those  who  had  two  recommendations  for  sur- 
gery— refused  the  proposed  surgery.  When  con- 
firmed, it  seems  that  the  majority  of  patients  pre- 
fer that  the  surgery  be  performed  by  the  second — 
that  is,  the  consulting-surgeon.  Approximately 
20%  proceeded  with  surgery  in  the  face  of  a 
negative  opinion  from  the  second  surgeon.  This 
may  give  some  small  idea  of  the  impact  of  the 
second  physician’s  opinion  on  the  decision-mak- 
ing process  of  the  patient.  Certainly  the  impact 
of  second  opinion  programs  cannot  be  discounted. 
Whether  they  are  cost  effective  or  not  can  still  be 
argued.  The  proponents  of  such  programs  point 
out  the  “sentinel”  effect,  which  is  the  mere  pres- 
ence of  a second  opinion  program  causing  a de- 
cline in  the  rate  of  surgical  claims  in  that  particu- 
lar area.  What  do  need  to  be  emphasized  are 
why  there  are  differences  in  opinions  and  whether 
denial  of  surgery  by  a second  consultant  neces- 
sarily means  that  unnecessary  surgery  would  have 
been  done  by  the  first  surgeon. 

In  testimony  given  before  the  Subcommittee 
of  the  Committee  on  Labor  and  Public  Welfare 
in  the  Senate  on  May  4,  1976,  Frank  Rauscher, 
Ph.D.,  Director  of  the  National  Cancer  Institute, 
was  questioned  by  Senator  Kennedy. 

Senator  Kennedy:  If  your  wife  had  cancer 
of  the  breast,  which  would  you  advise  her? 

Dr.  Rauscher:  I would  advise  her  to  have  a 
modified  surgical  procedure  followed  by 
chemotherapy. 

Senator  Kennedy:  I think  all  of  us  are  im- 
pressed with  the  lead  time  that  is  necessary 
to  get  doctors  to  alter  a change  in  the  pro- 
cedures which  they  follow  over  the  years. 
This  is  something  that  is  terribly,  terribly  im- 
portant. What  do  you  think  is  the  best  way 
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of  doing  it?  What  can  be  done  really  to  edu- 
cate the  American  women  of  these  two  al- 
ternatives? 

Dr.  Rauscher:  The  best  way  to  educate  them 
is  to  present  them  with  definitive  data  based 
on  trials  with  adequate  numbers  of  people 
for  an  adequate  length  of  time.  Now  there 
will  be  surgeons  who  honestly  believe  that 
Procedure  A is  still  far  better  than  Procedure 
B,  and  I think  this  is  why  the  former  witness 
said  19  surgeons  disagree  is  because  they 
honestly  believe  that  the  Halsted  radical  is 
better.  We  have  got  to  provide  the  kind  of 
data  we  are  about  to. 

Should  physicians  be  made  to  change  their 
ways  of  doing  things  and  on  what  basis? 

Our  approaches  to  individual  clinical  problems 
are  based  on  many  factors,  not  the  least  of  which 
are  individual  training  backgrounds,  individual 
experiences,  and  these  are  modified  with  time  as 
newer  methods  of  diagnosis  and  treatment  are 
introduced  with  adequate  scientific  trials  to  prove 
them  effective.  Not  all  methods  are  uniformly 
accepted,  nor  should  they  be.  There  are  many 
examples  of  different  methods  of  treatment  of  the 
same  condition  with  similar  end  results.  For 
example,  there  are  currently  three  different  oper- 
ations for  the  prevention  of  symptomatic  esopha- 
geal reflux  popularly  being  used,  indicating  that 
there  still  is  no  perfect  way  to  accomplish  this  ob- 
jective. All  of  this  is  not  to  deny  that  there  are 
times  in  which  there  are  errors  made  in  the  recom- 
mendation of  treatment  or  the  diagnosis  on  which 
the  recommendation  of  surgery  or  treatment  is 
based.  In  the  specialties  of  orthopedics  and  gyne- 
cology where  the  highest  instances  of  nonconfir- 
mation were,  there  are  obviously  many  ways  of 
managing  similar  problems,  both  operatively  and 
non-operatively,  again  leading  to  legitimate  differ- 
ences of  opinions.  In  the  eyes  of  the  layman,  this 
may  lead  to  confusion,  apprehension,  delay,  and 
doubt  in  the  ability  of  his  physician.  The  difficulty 
with  informed  consent  is  the  patient’s  ability  to 
comprehend  and  understand  many  of  the  technical 
and  complex  aspects  of  his  illness. 

Should  all  patients  have  a second  opinion 
where  there  are  known  alternatives  or  contro- 
versies to  the  method  of  treatment  proposed? 
Certainly  where  there  are  alternatives  available, 
they  should  be  explained  to  the  patient,  and  he 
should  be  allowed  the  decision  of  whether  he 
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wishes  another  opinion  regarding  a second  or 
third  alternative. 

Are  mandatory  second  opinions  good  medi- 
cine? It  is  proposed  that  mandatory  second 
opinion  programs  are  much  more  cost-effective 
than  voluntary  programs.  This  could  probably 
still  be  argued,  but  if  one  is  to  have  the  freedom 
of  choice  of  his  physician,  he  should  have  the 
freedom  to  choose  to  abide  by  that  physician’s 
recommendations  or  not. 

Liberal  use  of  consultation  between  physicians 
of  the  same  specialty,  as  well  as  different  spe- 
cialties, should  be  encouraged  in  cases  of  difficult, 
unusual,  or  questionable  diagnosis  and  treatment 
problems.  The  question  of  whether  we  as  phy- 
sicians have  the  right  to  make  these  decisions  or 
the  responsibility  of  adequately  informing  our 
patients  so  that  we  may  help  them  make  the 
decision  medically  best  for  them  has  been  an- 
swered by  statute.  Unfortunately,  good  judg- 
ment by  the  doctor  or  his  patients  cannot  be 
legislated. 

O.K.H. 

% % % 

CONTINUING  EDUCATION  FOR  PHYSICIANS: 

A CHANGE  IN  AUTHORITY 

The  Seventh  Annual  Conference  on  Continuing 
Medical  Education  convened  by  the  AMA  in 
October  1979  sought  to  address  a number  of 
issues  of  importance  to  physicians  interested  in 
keeping  up  with  scientific  medicine:  the  Phy- 
sician’s Recognition  Award,  recertification,  re- 
licensure, and  accreditation  of  programs.  Notably 
absent  was  any  mention  of  the  Liaison  Commit- 
tee on  Continuing  Medical  Education  (LCCME), 
which  until  last  summer  was  the  supreme  author- 
ity in  all  these  matters.  The  AMA  withdrew 
from  the  LCCME  in  July  thereby  bringing  into 
the  open  a power  struggle  that  evidently  had  been 
going  on  for  several  years. 

The  AMA  has  been  accrediting  educational 
programs  for  nearly  seventy-five  years.  Indeed, 
the  continuing  education  of  physicians  was  origi- 
nally one  of  the  more  important  reasons  for 
founding  medical  societies.  In  the  1970’s  when 
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other  educationally  oriented  organizations  indi- 
cated an  interest  in  continuing  education,  the 
AMA  joined  with  them  to  form  the  LCCME. 
The  AMA  provided  the  largest  part  of  the  financ- 
ing, but  as  time  went  on  the  LCCME  assumed 
more  and  more  autonomy,  making  policy  de- 
cisions without  referring  back  to  the  parent  or- 
ganizations, until  the  AMA  decided  it  could  do 
a better  job  on  its  own  and  withdrew  from 
LCCME,  backing  instead  its  own  organization, 
the  Committee  on  Accreditation  of  Continuing 
Medical  Education  (CACME).  Thus  the  meet- 
ing in  Chicago  in  October  was  entirely  an  AMA 
affair. 

The  conference  considered  modifications  of  the 
Physician’s  Recognition  Award,  a creation  of  the 
AMA  for  doctors  who  take  pride  in  their  lifelong 
continuing  education.  Although  several  state 
societies  and  specialty  groups  have  developed 
slightly  different  achievement  criteria,  the  AMA’s 
is  still  the  standard  against  which  the  others  are 
measured.  Twenty  credit  hours  per  year  of  formal 
education  and  an  additional  thirty  hours  of  self- 
teaching are  considered  a reasonable  minimum 
by  nearly  everyone,  but  many  are  questioning 
the  need  for  six  different  categories  and  there  was 
much  talk  of  unwarranted  “Category  I snobbery.” 
All  programs  strive  to  be  Category  I,  which  has 
become  a two-billion-dollar-a-year  business.  Many 
excellent  teaching  exercises  have  been  distorted 
in  an  effort  to  change  them  to  Category  1 pro- 
grams. The  current  move  seems  to  be  to  decrease 
to  just  two  categories  (those  formally  planned  and 
those  which  are  informal  or  unplanned)  and  per- 
haps give  them  equal  weight. 

Although  continued  learning  has  been  em- 
braced enthusiastically  by  the  medical  profession, 
the  move  to  recertification  started  by  the  Ameri- 
can Academy  of  Family  Physicians  in  the  late 
1960’s  still  has  not  caught  the  fancy  of  the  pro- 
fession as  a whole.  Other  specialty  boards  make 
recertification  available  to  diplomates  as  a pres- 
tige item  but  do  not  require  it  for  recognition  as 
a specialist.  For  example,  of  the  thousands  of 
internists  who  participate  reguarly  in  the  Medical 
Knowledge  Self  Assessment  Program  (MKSAP) 
of  the  American  College  of  Physicians,  only  about 
10%  follow  through  by  taking  the  recertification 
examination  for  which  MKSAP  prepares  them. 
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The  concept  of  relicensure  is  also  running  into 
difficulty.  Eight  states  have  permissive  laws  which 
allow  the  state  board  of  licensure  to  require  cer- 
tain educational  achievements  for  renewal  of 
license;  only  fifteen  actually  require  it.  The  ma- 
jority of  states  ignore  the  issue  altogether  in  their 
statutes.  In  those  states  where  continuing  medical 
education  is  required  by  law,  the  requirement 
came  about  because  the  doctors  and  their  medi- 
cal societies  pushed  it  through  the  legislature. 
Left  on  their  own,  most  legislators  are  not  apt  to 
espouse  this  issue. 

Even  without  specific  laws  requiring  continuing 
medical  education,  there  is  a considerable  body  of 
legal  precedent  that  bears  on  the  whole  subject 
of  recognition  of  educational  achievement.  Op- 
portunities to  run  afoul  of  the  law  relate  largely 
to  accreditation  and  concern  three  major  issues. 
The  first  is  a recognition  that  accreditation  of  an 
institution  or  its  programs  increases  the  value  of 
those  programs  and  therefore  is  considered  under 
the  law  as  a valuable  property  right.  Such  rights 
must  be  dispensed  in  a reasonable,  fair,  and  con- 


sistent fashion  and  cannot  be  withdrawn  except 
by  “due  process.”  The  second  legal  concern 
relates  to  the  fact  that  an  educational  institution 
operates  in  pursuit  of  a legitimate  trade;  any  con- 
spiracy or  combination  which  unreasonably  re- 
strains this  trade  risks  violation  of  federal  antitrust 
laws.  The  final  legal  concern  relates  to  confi- 
dentiality of  information.  If  an  institution  applies 
for  accreditation,  it  provides  certain  information 
about  its  operations  which  may  be  considered 
confidential.  As  this  information  could  be  used 
by  competitors  to  the  detriment  of  the  institution, 
its  confidentiality  must  be  honored. 

These  considerations  become  important  when 
it  is  recognized  that  when  the  AMA  withdrew 
from  the  LCCME,  it  bestowed  upon  all  state 
medical  societies  the  final  authority  to  accredit 
or  disaccredit  institutions  within  their  respective 
borders  relative  to  Category  I programs.  Pre- 
viously such  decisions  by  state  societies  were  re- 
viewed at  the  higher  level  of  the  LCCME,  which 
was  well  aware  of  these  legal  problems. 

Nearly  all  states  have  medical  schools  and  other 
similar  institutions  conducting  sophisticated  pro- 
grams in  continuing  medical  education.  Most 
state  medical  societies  would  find  it  difficult,  if 
not  impossible,  to  review  all  of  the  programs  these 
institutions  conduct,  and  therefore  the  authority 
delegated  from  the  AMA  is  used  to  accredit  insti- 
tutions rather  than  particular  programs.  Each 
accredited  institution  then  must  assume  the  re- 
sponsibility for  evaluating  its  own  programs.  In 
Delaware,  however,  we  have  a somewhat  different 
situation.  It  should  be  feasible  for  a committee 
of  the  Medical  Society  of  Delaware  to  review  all 
programs  proposed  for  Category  I credit,  and  this 
method  would  have  an  additional  advantage  of 
setting  one  standard  for  the  whole  state. 

At  least  three  institutions  in  Delaware  have 
been  accrediting  their  own  programs  for  several 
years,  and  undoubtedly  they  will  want  to  continue 
to  do  so.  In  fairness  and  equity  to  all,  can  we 
have  some  organizations  making  their  own  de- 
cisions while  others  must  go  through  the  State 
Society?  Your  Public  and  Professional  Educa- 
tion Committee  is  wrestling  with  this  question 
now. 

E.  Wayne  Martz,  M.D. 
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AN  ADMINISTRATOR  LOOKS 
AT  DEATH  AND  DYING 

I am  a social  worker  who  has  been  reborn 
as  the  administrator  of  an  82-bed  nursing  facility. 
Today  I am  speaking  as  an  administrator — but 
once  a social  worker  always  a social  worker. 

My  biases  include  the  feeling  that  the  nursing 
home  or  long-term  care  facility  may  tend  to  be 
more  enlightened  on  the  subject  of  death  and 
dying  than  are  other  types  of  health  care  facilities, 
particularly  hospitals.  In  a home  for  the  aged, 
death  is  not  unknown;  in  fact,  many  of  our  resi- 
dents have  their  own,  possibly  imminent,  deaths 
in  clear  perspective.  Perhaps  it  is  their  mature 
understanding  and  serene  acceptance  which  rub 
off  on  some  of  the  staff  in  the  long-term  care 
facility. 

My  own  experience  has  been  primarily  in  small 
facilities  where  it  is  not  uncommon  for  the  ad- 
ministrator to  have  a good  deal  of  contact  with 
people  whose  candor  might  at  first  seem  morbid 
and  might  be  disturbing  to  younger  people.  I 
don’t  think  that  it  is  always  depression  and  anxiety 
which  prompt  some  of  our  residents  to  tell  us  that 
they  feel  they  have  lived  long  enough  and  are 
ready  to  go,  but  this  kind  of  statement  can  make 
a younger  listener  uncomfortable  and  lead  to  such 
responses  as  benign  good  cheer,  denial,  or  avoid- 
ance— all  of  which  do  little  to  acknowledge  the 
validity  of  the  feelings  expressed,  and,  in  effect, 
serve  to  close  the  door  to  communication. 

I personally  object  to  the  stereotype  of  the 
nursing  home  as  a place  where  people  go  to  die. 


<. Special  ^Qeportd 


The  majority  of  our  residents  are  with  us  until 
death.  But  with  an  average  length  of  stay  in  the 
vicinity  of  four  years,  their  stay  may  be  quite  a 
protracted  one.  Furthermore,  terminal  illness  is 
tricky  to  define;  we  have  all  seen  elderly  patients 
with  advanced  malignancy  who  outlive  their  phy- 
sicians. I prefer  to  focus  on  how  we  assist  older 
people  in  a long-term  care  facility  in  living  a life 
with  dignity  by  fostering  as  humane,  natural,  and 
comfortable  an  environment  as  possible.  Death 
with  dignity  can  follow  naturally  in  such  an  en- 
vironment. 

I am  a fervent  believer  in  careful  training  of 
those  who  work  with  the  dying.  It  is  extremely 
important  that  the  staff  who  work  with  the  elderly 
have  training  in  grief  theory.  I am  not  anxious 
to  train  multitudes  as  death  and  dying  counselors, 
however;  nor  do  I feel  that  all  residents  and  their 
families  need  counseling.  Discussions  of  death 
with  our  residents  and  their  families  must  be 
highly  individualized;  I disapprove  of  overeager 
and  inexperienced  helpers  initiating  discussions 
indiscriminately.  It  takes  some  experience  and 
sensitivity  to  know  precisely  what  the  dying  pa- 
tient and  his  family  may  wish  to  discuss,  what 
they  know,  and  what  they  may  wish  to  know. 
What  I wish  to  see  is  the  creation  of  available 
listeners  at  all  levels  of  the  staff.  Any  of  us  may 
be  called  upon  to  provide  an  empathetic  ear;  we 
must  all  be  prepared  to  listen. 

As  an  example,  I was  interested  to  hear  recently 
that  one  of  our  nursing  staff  was  approached  by 
a resident,  a fragile  man  in  his  mid-nineties,  who 
sat  down  and  described  his  regret  that  he  Will  not 
be  able  to  leave  his  family  a huge  legacy.  In  the 
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course  of  his  discussion,  however,  he  managed 
to  mention  that  while  he  had  not  been  a great 
success  in  business,  he  was  always  respected  for 
his  fairness  and  honesty  as  well  as  communal 
contributions,  and  that  his  children  could  be  proud 
of  the  life  he  has  led.  It  was  quite  enough  for 
the  nurse  to  respond  that  his  admirable  reputa- 
tion seemed  a fine  legacy  to  leave  his  children. 
He  was  visibly  satisfied  by  this  confirmation  of 
his  pride.  Reminiscence  has  been  identified  as 
a therapeutic  activity  for  older  people,  helping 
them  put  the  value  of  their  lives  in  perspective 
and  to  make  peace,  thereby  feeling  somwhat 
better  prepared  for  the  end.  Any  of  us  should 
be  able  to  assist  through  active  listening  in  remi- 
niscence activity. 

Ours  is  an  institution  attempting  to  get  away 
from  the  hospital  model.  I don’t  think  that  it  is 
mere  semantics  that  causes  us  to  call  our  clients 
residents,  not  patients.  We  try  to  help  the  resident 
and  his  family  see  admission  as  a part  of  a con- 
tinuous life  process,  permitting  the  resident  to 
keep  various  mementos,  pictures  of  loved  ones, 
etc.  with  him  at  all  times.  We  try  to  avoid  the 
emotionally  sterile  clinical  environment  of  the 
hospital  intensive  care  unit.  We  have  no  set  visit- 
ing hours,  and  family  are  encouraged  to  come  in 
with  frequency.  There  are  no  age  restrictions 
on  visitors,  and,  in  fact,  we  welcome  the  youngest 
visitors.  With  a critically  ill  or  dying  patient,  we 
will  accomodate  families,  bringing  in  meals  for 
them  and  making  them  as  comfortable  as  possible 
during  their  vigil. 

In  a small  facility  such  as  ours,  where  most 
accommodations  are  shared  with  a roommate, 
things  sometimes  become  a little  bit  sticky.  There 
have  been  situations  where  a non-dying  resident 
has  had  to  listen  to  the  death  rattle  of  his  dying 
roommate.  If  possible,  we  will  offer  to  move  the 
well  roommate  to  another  part  of  the  building; 
but  interestingly  enough,  this  offer  is  usually  re- 
fused with  the  well  roommate  choosing  to  stay 
where  he  is  in  the  company  of  his  dying  room- 
mate. Once  when  a mortician  was  unusually 
slow  in  calling  for  the  remains  of  a deceased  resi- 
dent and  we  were  preparing  to  move  the  corpse 
to  our  isolation  room,  the  surviving  roommate 
said,  “No.  Let  her  stay.  It’s  her  room,  too.” 

Our  residents  watch  us  closely  to  see  how  we 


handle  matters  of  death  and  dying,  perhaps  out 
of  curiosity  as  to  how  we  will  react  and  respond 
when  they  lie  dying.  Will  we  desert  them?  Will 
they  be  tenderly  cared  for?  At  the  Kutz  Home, 
I think  that  we  answer  these  questions  positively. 
I think  our  staff  have  had  some  of  their  finest 
hours  in  caring  for  the  dying  resident. 

Some  residents  have  almost  made  a habit  of 
dying,  enjoying  the  extra  special  attention  they 
receive.  One  lady,  who  comes  to  mind,  has  been 
in  extremis  on  several  occasions  during  the  last 
few  months.  Once  when  I visited  her,  she  was  in 
utter  misery.  Her  I.V.  had  infiltrated,  and  she 
was  in  pain  and  understandably  irritable.  Asked 
if  she  had  any  wishes,  she  told  us  in  characteris- 
tically colorful  terms  to  get  those  tubes  and 
needles  away  from  her,  and  that  she  would  perfer 
to  have  a nice  chocolate  milkshake  to  drink,  not 
one  of  those  vitamin-enriched  concoctions  our 
kitchen  prepares.  The  next  day  I was  passing  by 
a local  restaurant  which  makes  one  of  the  finest 
milkshakes  in  the  area,  and  picked  up  one  for  her. 
When  I brought  it  to  her,  she  was  barely  respon- 
sive but  was  obviously  pleased  and  managed  to 
take  a few  sips.  She  observed  that  we  were  treating 
her  like  a baby,  but  that  it  was  nice  to  be  babied 
at  times  like  this.  When  a person  is  dying,  we 
feel  we  can  cater  to  his  or  her  wishes,  special  diets 
notwithstanding.  This  particular  resident  man- 
aged to  recover  from  that  siege,  no  doubt  because 
of  the  unheralded  therapeutic  value  of  a chocolate 
milkshake.  I visited  her  on  another  occasion 
when  she  was  near  death  and  again  asked  her  if 
there  was  anything  I could  do.  She  complained 
that  she  was  terribly  cold  and  wondered,  with  a 
twinkle  in  her  eye,  whether  I would  hop  in  bed 
to  warm  her  up.  People  vary  in  their  own  defini- 
tion of  death  with  dignity. 

We  are  familiar  with  those  families  who  would 
place  their  dying  relative  “under  glass,”  preserv- 
ing him  as  long  as  they  can.  Institutions,  perhaps 
out  of  self-protection  from  liability,  have  often 
acceded  to  these  demands,  making  use  of  physical 
and  chemical  restraints  to  preserve  and  protect 
the  older  patient.  Our  feeling  is  that  use  of  re- 
straints is  demeaning,  impinges  on  the  necessary 
freedom  of  a resident,  and  sadly  diminishes  the 
quality  of  his  remaining  life.  I think  of  one 
very  aged  gentleman  who  entered  the  Kutz  Home 
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when  its  doors  opened  in  1960.  As  he  had  a long 
history  of  seizures  and  his  daughter  was  fearful 
that  he  would  fall,  as  he  had  done  many  times, 
and  fracture  his  skull,  she  had  thoughtfully  out- 
fitted him  with  a football  helmet,  which  he 
promptly  threw  away.  Over  the  years  the  daugh- 
ter was  eventually  able  to  understand  that  her 
father  would  have  to  be  allowed  to  lead  his  own 
kind  of  life,  accepting  the  risk  that  he  would  one 
day  fall  and  fracture  something.  He  indeed  had 
many  falls  over  the  seventeen  years  he  was  in  the 
Home  and  eventually  fractured  his  femur,  requir- 
ing an  open  reduction.  The  orthopedist  was  most 
concerned  about  a proper  repair  of  the  fracture 
and  seemed  less  than  sensitive  to  the  needs  of  the 
total  patient.  Thus,  this  man  was  utterly  miserable 
in  the  hospital,  refused  to  eat  unfamiliar  food, 
and  became  agitated  and  disoriented.  Finally, 
the  daughter  begged  the  physician  to  discharge 
her  father  to  the  Home  where  he  could  at  least 
die  in  peace.  When  he  returned  to  the  Home,  he 
almost  instantly  became  reoriented,  recognized  his 
friends  among  the  residents  and  those  staff  who 
had  cared  for  him  over  the  years,  and  was  in  fact 
at  peace  when  he  died  a few  weeks  later. 

Many,  if  not  all,  families  rehearse  for  the  im- 
pending death  of  aged  relatives;  their  anxiety 
sometimes  runs  high.  Some  families  go  through 
many  crises  with  relatives  who  seem  to  die  peren- 
nially. With  each  survival,  the  family  may  experi- 
ence a mixture  of  relief  and  anger.  The  family 
of  the  terminally  ill  patient  may  show  all  the  well- 
known  stages  of  grief,  including  anger  and  guilt 
which  may  be  expressed  as  depression.  Negative 
feelings  may  predominate  and  be  displaced  and 
projected  onto  the  physician  and  facility.  It  is 
thus  not  unusual  for  the  family  of  a dying  resi- 
dent to  accuse  us  of  all  sorts  of  misdeeds,  either 
exaggerated  or  imagined. 

It  should  also  be  mentioned  that  many  family 
members  are  themselves  elderly  and  are  not  only 
concerned  about  the  death  of  a parent  but  also 
with  their  own  problems  with  chronic  disease,  thus 
adding  to  their  stress.  Remember,  the  children 
of  a 95-year-old  resident  are  often  in  their  seven- 
ties. If  there  is  one  feeling  I hope  residents  of 
long-term  care  facility  and  their  families  have,  it 
should  be  that  they  are  not  alone.  Where  we  have 
a resident  for  several  years,  a strong  attachment 
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develops  between  the  resident  and  staff  as  well 
as  with  other  residents  and  family  members.  This 
is  an  informal  but  very  effective  support  system. 
Families  of  deceased  residents  sometimes  continue 
to  visit  with  other  residents  after  their  relative’s 
death,  thus  filling  a void  in  their  lives. 

Something  with  which  those  who  admit  patients 
or  who  supervise  staff  should  be  familiar  is  the 
grief  that  the  staff  experiences  when  a resident 
dies.  Whenever  possible,  we  should  facilitate 
staff  attendance  at  funerals  of  residents,  possibly 
giving  time  off  with  pay.  I should  not  have  been 
surprised  recently  when  some  of  our  nurses’  aides 
approached  me  about  their  feeling  that  we  were 
filling  beds  too  quickly  with  new  admissions.  They 
felt  that  we  should  show  greater  respect  for  the 
dead,  allowing  more  time  to  elapse  before  we  ad- 
mitted a new  resident  to  the  bed.  We  spent  some 
time  discussing  this  and  the  fact  that  we  must 
also  show  respect  for  the  living  who  are  in  need 
of  our  care;  but  it  was  important  to  assure  the 
staff  that  we  hardly  fill  beds  while  they  are  still 
warm  and  that  we  all  grieve  for  the  departed  resi- 
dent. 

We  in  long-term  care  are  learning  not  to  sweep 
death  under  the  carpet.  It  is  fascinating  to  see 
how  certain  residents  know  almost  instantly  when 
one  of  their  peers  takes  a turn  for  the  worse  or 
dies.  Often  a resident  will  stop  us  to  ask  if  Mr. 
So  and  So  has  died,  even  before  the  physician  has 
come  in  to  pronounce  the  patient  dead.  We 
answer  these  questions  frankly.  Also,  after  noti- 
fying the  family,  we  place  an  In  Memoriam  sign 
in  a public  place  in  our  Home  with  a picture  of 
the  deceased  resident.  When  families  wish,  they 
are  permitted  to  hold  memorial  services  in  our 
facility.  Residents  have  also  conducted  memorial 
services  for  their  departed  peers,  somewhat  along 
the  lines  of  a Friends’  Meeting.  They  will  discuss 
the  deceased,  sometimes  quite  frankly,  and  not 
always  in  a flattering  light,  but  the  death  does  not 
go  unnoticed. 

At  the  risk  of  intruding  on  an  area  that  phy- 
sicians are  traditionally  involved  in  with  family 
members,  I feel  that  we  in  administration  and 
social  service  have  a role  to  play  with  family  mem- 
bers to  help  them  clarify  their  wishes  as  to  whether 
to  hospitalize  a terminally  ill  patient,  whether  to 
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use  heroic  measures,  etc.  This  is  a most  complex 
business  with  some  families  in  which  there  are 
multiple  offspring,  each  offspring  having  a differ- 
ent idea  of  what  measures  should  be  taken  to  sus- 
tain the  patient’s  life.  Few  physicians  are  equipped 
to  provide  this  kind  of  family  counseling.  I feel 
that  physicians  are  sometimes  pressured  to  hos- 
pitalize a patient  as  a form  of  defensive  medicine, 
so  that  no  one  can  say  that  everything  was  not 
done  to  care  for  the  patient.  I have  received 
occasional  phone  calls,  however,  from  relatives 
of  hospitalized  patients  who  wondered  if  there 
might  not  be  some  way  that  they  could  accelerate 
the  resident’s  discharge  back  to  the  Home  because 
of  their  feeling  that  the  hospital  was  going  too  far 


in  respect  to  using  life-support  apparatus,  pace- 
makers, intravenous  and  tube  feedings,  etc. 

It  does  not  seem  absurd  to  hear  of  the  hospital’s 
reflexively  going  through  their  Code  Blue  and 
other  life-sustaining  procedures  with  very  aged, 
mentally  impaired,  and  totally  incapacitated  pa- 
tients. 

What  is  the  quality  of  life  that  they  are  attempt- 
ing to  prolong?  Living  and  dying  with  dignity 
may  mean  saying  “enough  is  enough.” 

Daniel  G.  Thurman,  ACSW 

Mr.  Thurman  is  the  Executive  Director  of  the  Milton  and  Hattie 
Kutz  Home  of  Wilmington. 

Adapted  from  a presentation  to  a Seminar  on  Aging  sponsored 
by  the  Veterans  Administration  and  Delaware  Chapter  of  the 
National  Association  of  Social  Workers,  V.A.  Hospital. 
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WIDE  RANGE  POCKET  ^RADIO^  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


Long  range  service  — 75-100  miles. 
Signal  is  transmitted  over  the  entire 
15-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 

A 4-STATE  AREA  COVERING  75-100  MILES. 

INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

• The  big  idea  of  our  “Beeper”  Service  is  to 
enable  you  to  contact  your  people  in  the 
field  — within  seconds/  . . . Now  you  can 
get  them  to  a phone  pronto/ 

• The  Beeper  goes  wherever  they  go.  They 
could  be  in  a car  — walking  on  the  street 
— or  in  a building.  . . . They  may  be  out 
of  sight  — but  they  are  never  out  of 
reach/ 

• Dialing  the  phone  number  assigned  to 
their  “Beeper”  is  like  ringing  an 
extension  phone  in  their  pocket. 


‘BEEP’’ 


CALL  FOR  A FREE  2 FOOT 
MAPS  DEMONSTRATION 


215-879-0900 

609-964-7660 

302-656-2774 


Local  service — approx.  25  miles. 
Car  phone  numbers  available. 
Call  for  information. 


RADIO  BROADCASTING  CO..  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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„ JW.UAUWk  u-wv-.vVrxt,  U.3.  I HA  ILHUmiNU  CUIUUftH  I IUIY 
DISCUSSING  LEGAL  ALTERNATIVES  TO  I.R.S.  1040 


The  Bitter  Pill 
1o  Swallow. 


COMMON  DOSAGE:  40%,  50%,  70% 
OF  YOUR  EARNED  INCOME 


Description:  Excessive  tax  payments  in  common  dosage 
of  40%,  50%,  even  70%  of  your  income,  reduce 
earnings  and  inhibit  growth  of  personal  wealth.  A bitter 
pill  to  swallow. 

Cause:  Inequitable  tax  laws,  complex  reporting 
procedures,  and  intimidation  by  audit  deter  many  high- 
percentage  taxpayers  from  exercising  their  legal 
priviledges  under  current  I.R.S.  regulations. 

Adverse  Reactions:  Findings  include  mild  to  severe 
depression,  irritability  and  anxiety  due  to  declining  net 
worth  and  loss  of  income,  resulting  in  hypersensitivity  to 
sound  financial  planning. 

Antidote:  U.S.  TAX  PLANNING  CORPORATION.  A 
group  of  professionals  dedicated  to  the  task  of  assisting 
high-percentage  taxpayers  in  keeping  tax  contributions 
to  an  absolute  minimum. 

Prescription:  Attend  the  U.S.T.P.C.  SEMINAR  FOR 
DOCTORS  on  legal  alternatives  to  crippling  taxation. 

You  will  learn  facts  and  tax  procedures  that  can 
drastically  improve  the  profitability  of  your  private,  group 
or  corporate  practice  - and  increase  your  net  worth. 

Learn  how  to  shield  earnings  from  taxation  and  provide 
free  tax  dollars  for  capital  appreciation.  Discover  the 
distinction  between  legal  tax  avoidance  and  tax  evasion. 
See  how  you  can  defer,  reduce  or  eliminate  federal  and 
state  taxes  - legally! 

THIS  SEMINAR  DtALS  WITH  SPECIFIC  DOLLAR- 
SAVING  TECHNIQUES 


Faculty:  MARVIN  HELFRICH,  J.D.  Having  earned  a 
degree  in  Business  Administration  majoring  in 
Economics  and  Accounting,  and  later  a Doctorate  in 
Law,  Mr.  Helfrich  has  an  excellent  background  for 
understanding  and  implementing  legal  strategies  in  tax- 
planning. He  is  a practicing  attorney  specializing  in  tax 
problems  of  professional  corporations. 

JAMES  G.  BRYAN,  Management  Consultant  and 
Founder  of  Doctors  Management  Consultants,  Portland, 
Oregon,  has  served  the  medical/dental  profession  for 
many  years.  A teacher,  lecturer,  and  economist,  James 
Bryan  earned  his  degree  at  the  University  of  Oregon.  He 
is  a recognized  authority  on  Off-Shore  Tax  Planning, 
Medical  Malpractice  Insurance  and  Tax  Straddles. 

CARL  J.  SAVIO,  Financial  Planning  expert  and  President 
of  Coordinated  Professional  Services,  Philadelphia,  Pa., 
specializes  in  International  Estate  Planning,  Insurance 
Options  and  Tax  Havens.  An  innovator,  Savio  combines 
his  experience  in  International  Tax  Law,  Accounting  and 
Business  Management  to  develop  sound  tax  reduction 
plans  for  professionals  and  corporations. 

Eligibility:  Professionals,  their  spouse  and/ or  office 
manager. 

Seminar  Fee:  $95  for  doctors  (spouses/office  managers 
free),  includes  continental  breakfast.  Fees  are  tax 
deductible. 

Registration:  In  advance,  by  mail  or  phone. 

Confirmation  by  return  mail  upon  receipt  of  check  made 
payable  to  U.S.  TAX  PLANNING  CORPORATION. 


Topics:  These  and  more  will  be  presented. 

U.S.  TAX  LAWS  • INFLATION  • RECESSION  • 

TRUSTS  (FOREIGN  AND  DOMESTIC)  • MALPRACTICE 
(SELF-INSURING)  • LEVERAGED  SHELTERS  • LEASES 
• TAX-EXEMPT  ORGANIZATIONS  (501-3-C-CHURCH)  • 
FOREIGN  BANKING  AND  INVESTMENT  • FUTURES  • 
TAX  PLANNING  • OFF-SHORE  TAX  HAVENS  • 
TRANSFER  (INHERITANCE)  LAW  • INTERNATIONAL 
ESTATE  PLANNING 

WE  GUARANTEE  QUALITY  AND  CONTENT  OF 
THIS  SEMINAR  • 100%,  REFUND 


Cancellations:  Full  refund  on  cancellations  received  48 
hours  prior  to  opening  session. 

Accomodations:  If  required,  we  will  assist  in  reserving 
appropriate  accomodations. 


Mail  To: 

U.S.  TAX  PLANNING  CORPORATION 
Suite  2415  The  Carlton  House 
Philadelphia,  PA  19103  (215)  563-1939 

□ Sat.,  May  31,  1980  9 a.m.  to  5 p.m. 
Marriott  Hotel  Philadelphia,  Phila.,  PA 

□ Sat.,  June  21,  1980  9 a.m.  to  5 p.m. 
Cherry  Hill  Hyatt  House,  Cherry  Hill,  NJ 


Name: 

Address: 


Telephone: 


No.  attending:. 


Zip: 


For  Reservations  and/or  Information  call  1 800  543-3000,  Operator  220 


U.S. TAX  PLANNING  CORPORATION 
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THE  COURAGE  TO  FAIL  A Social  View  of  Organ 
Transplants  and  Dialysis,  2nd  Edition,  by  Renee 
C.  Fox  and  Judith  P.  Swazey,  The  University  of 
Chicago  Press,  Chicago,  1974.  437  pp.  Price  $6.95. 

In  recent  years  few  medical  fields  have  raised 
as  many  ethical,  social,  and  legal  questions  as 
organ  transplantation  and  maintenance  hemodi- 
alysis. The  Courage  to  Fail  is  primarily  a his- 
torical account  of  these  areas,  focusing  the  greatest 
amount  of  attention  upon  the  problems  confront- 
ing society  rather  than  those  faced  by  the  patient. 

Several  ethical  questions  unique  to  organ  trans- 
plantation are  considered  in  depth.  Potential 
organ  donors,  related  by  blood  to  the  recipient, 
are  confronted  with  complex  obligations  and 
motivations  which  must  be  understood  bv  the 
transplantation  team.  Transplant  and  hemodi- 
alysis candidates  must  confront  the  “gatekeepers” 
who  allocate  these  resources.  The  distinction 
among  treatment,  clinical  investigation,  and  hu- 
man experimentation  is  unclear  in  this  rapidly 
evolving  field,  especially  when  responsibility  to  a 
dying  patient  is  involved. 

In  a departure  from  the  broad-based  discussions 
which  constitute  the  bulk  of  this  book,  two  chap- 
ters are  devoted  to  individual  case  histories.  The 
case  of  Ernie  Crowfeather  deals  with  questions 
of  selecting  candidates  for  hemodialysis  and  the 
responsibility  of  the  public  to  support  mainten- 
ance hemodialysis,  despite  irresponsible  behavior 
by  the  patient.  A mechanical  heart  transplanted 
into  Haskall  Karp,  replaced  shortly  thereafter  by 
a human  donor  heart,  prompted  a lawsuit  against 
the  physicians  involved.  This  case  leads  into 
discussion  of  the  role  of  experimentation  in  heart 
transplantation. 

The  final  chapter  of  The  Courage  to  Fail  deals 
with  the  future  of  organ  transplantation  and 
maintenance  hemodialysis.  Public  Law  92-603, 
passed  in  1972,  affords  the  vast  majority  of  end 
stage  renal  failure  patients  government  support 
for  the  expense  of  their  dialysis.  The  status  of 
both  cardiac  and  renal  transplantation  as  well  as 
anticipated  trends  is  considered  against  the  back- 
ground of  indication  for  these  procedures  and  how 
they  are  currently  financed.  Post-publication  ad- 
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vances  in  chronic  ambulatory  peritoneal  dialysis 
have  created  a small  void  in  this  otherwise  com- 
prehensive discussion  of  the  future  of  these  thera- 
pies. 

The  Courage  to  Fail  provides  an  excellent  his- 
torical background  for  the  student  or  physician 
involved  in  any  way  with  the  care  of  end  stage 
renal  failure  patients.  Additional  reading  would 
be  required  to  understand  the  individual  problems 
such  a patient  faces. 

Donn  S.  Fishbein 

Mr.  Fishbein  is  a third-year  Jefferson  Medical  College  student. 
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RISKS,  BENEFITS,  AND  CONTROVERSIES  IN  FER- 
TILITY CONTROL  edited  by  John  J.  Sciarra,  M.D., 
Ph.D.,  Gerald  I.  Zatuchni,  M.D.,  M.Sc.,  J.  Joseph 
Speidel,  M.D.,  M.P.H.,  Harper  and  Row  Publishers, 
Inc.,  Philadelphia,  1978.  601  pp.  Illus.  Price 
$27.50. 

This  text  is  the  offspring  of  an  international 
meeting  of  clinicians  and  researchers  eminent  in 
the  field  of  fertility  control.  The  meeting  was 
held  March  13-16,  1977,  in  Arlington,  Virginia. 
The  workshop  was  sponsored  by  the  Program  for 
Applied  Research  on  Fertility  Regulation  of  the 
Office  of  the  Population  of  the  United  States 
Agency  for  International  Development. 

The  editors  did  a superb  job  of  organizing  and 
summarizing  each  area.  The  first  section  is  an 
overview  of  fertility  control  including  epidemio- 
logic and  sociologic  considerations.  The  intro- 
duction puts  the  dimensions  of  the  challenge  in 
perspective.  Controversy  is  the  most  striking  and 
recurrent  theme  as  the  various  topics  are  explored. 
Subjects  include  male  and  female  sterilization, 
rhythm  and  barrier  methods,  and  the  need  for 
improved  contraception  technology. 

World  authorities  methodically  review  each 
topic  presenting  classic  arguments  backed  by 
extensive  bibliographies.  From  the  chaos,  con- 
fusion, and  myriad  of  statistics  in  the  literature, 
each  writer  attempts  to  draw  pragmatic  conclu- 
sions that  can  be  used  clinically.  Although  the 
conference  was  held  in  1977,  the  data  are  still 

233 


As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


NSURANCE  PEOPLE 


J.A. 


m. 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 


201  Pine  Street 


Seaford 


629-5585 

(Toll  Free)  856-3247 


Book  Reviews 


current  and  fundamental  to  informed  medical 
practice. 

There  is  no  perfect  method  of  fertility  control — 
one  with  complete  efficacy,  ready  reversibility,  and 
without  side  effects.  It  becomes  painfully  obvious 
that  any  choice  is  a compromise.  Birth  control 
must  be  tailored  to  individual,  social,  and  medical 
needs.  The  voluminous  literature  in  this  field  has 
been  put  into  perspective  in  this  volume.  It  serves 
as  a primer,  as  well  as  a constant  reference  source. 
Unequivocally,  this  exceptional  work  will  con- 
stantly help  the  physician  to  help  his  patients 
make  informed  and  appropriate  choices. 

Jeffry  I.  Komins,  M.D. 
& & 

GENITOURINARY  ULTRASOUND,  Clinics  in  Diag- 
nostic Ultrasound,  Volume  2,  edited  by  Arthur  T. 
Rosenfield,  M.D.,  Churchill  Livingstone,  New  York, 
1979.  263  pp.  Illus.  Price  $19.50. 

This  second  volume  of  a series  is  an  excellent 
presentation  of  the  state  of  the  art  in  a rapidly 
changing  field.  The  thirty-seven  contributing 
authors,  mostly  radiologists,  include  many  of  the 
superstars  of  diagnostic  ultrasound.  Not  surpris- 
ingly, eleven  authors  are  from  the  editor’s  native 
Yale  University  School  of  Medicine. 

The  first  nine  chapters  deal  with  the  urinary 
tract  and  the  final  four  with  the  female  pelvis. 
The  sections  concerning  renal  masses,  normal 
pelvic  anatomy,  and  pelvic  masses  compare  the 
findings  on  computed  tomography  with  those  on 
ultrasound  and  are  helpful  to  the  clinician  who 
must  choose  the  appropriate  study  for  the  specific 
problem.  The  short  chapters  entitled  “Ultrasound 
in  Gynecology:  A Clinician’s  Viewpoint,”  offers 
fine,  practical  advice  on  the  still  poorly-defined 
role  of  ultrasound  in  gynecologic  problems.  The 
illustrations  are  of  good  quality,  and  the  material 
is  well  organized  and  current.  The  student  son- 
ographer,  however,  will  find  little  material  on 
technique  or  basic  principles.  The  book  con- 
cludes with  case  histories  presented  in  a self-test- 
ing format. 

Leonard  Rosenbaum,  M.D. 


A REFERENCE  MANUAL  OF  GROWTH  AND  DE- 
VELOPMENT by  J.  M.  H.  Buckler,  M.A.,  D.M., 
F.R.C.P.,  The  C.  V.  Mosby  Company,  St.  Louis, 
Missouri,  1979.  104  pp.  Price  $13.25. 

Published  for  the  first  time  within  the  last  few 
months,  this  volume  represents  a convenient,  if 
not  always  totally  appropriate,  reference  guide  to 
physical  and  developmental  statistical  data  in 
children. 

Its  nineteen  chapters  are  prototyped  by  a terse 
discussion  of  the  parameter  being  measured,  in- 
cluding techniques  and  interpretations,  followed 
by  various  charts  and  tables.  The  chapter  head- 
ings are  diverse,  ranging  from  what  one  might 
expect  (Weight,  Height,  Head  Circumference,  and 
Developmental  Assessment)  to  the  more  unusual 
(Skinfold  Measurements,  Ventilatory  Function, 
Kidney  Size,  and  Urine  Volume). 

The  “good  news”  concerning  the  manual  in- 
cludes its  convenience,  thorough  explanation  of 
techniques  used  to  measure  parameters,  and  large, 
easy-to-read  graphs  and  tables.  The  “bad  news” 
includes  a possibly,  and  most  times  probably, 
inappropriate  patient  population  (British)  as  a 
base  for  most  of  its  statistics  and  the  inherent 
knowledge  that  one  could  have  obtained  a copy 
of  any  one  of  the  chapter  charts  very  cheaply  with 
a postcard  to  its  author  or  a trip  to  the  library. 

In  summary,  I would  recommend  this  volume 
to  any  pediatric  clinician  in  need  of  a speedy  ref- 
erence source  for  most  physical  and  developmen- 
tal statistical  questions  with  the  reservations  noted 
above. 

Joseph  B.  McManus,  M.D. 
% % & 

OTC  HANDBOOK  What  to  Recommend  and  Why 
by  Richard  Harkness,  R.Ph.,  Medical  Economics 
Company,  Oradell,  New  Jersey,  1978.  144  pp. 
Price  $8.95. 

This  book  is  a concise  narrative  in  outline 
form.  It  is  a good  beginning  reference  for  the 
educated  and  knowledgeable  (it  was  intended 
for  pharmacists),  but  it  is  not  totally  accurate. 
For  example,  erythromycin  and  topical  antibiotics 
are  omitted  as  treatment  for  acne,  while  diet  re- 
striction is  included. 
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The  title  is  misleading,  for  the  author  does 
discuss  prescription  products  and  non-medication 
treatments.  I worry  some  about  his  research 
when  he  recommends  6-12  insect  repellent,  Somi- 
nex,  and  Neosporin.  Most  6-12  preparations 
have  a low  concentration  of  diethyltoluamide. 
Cutter  or  Skram  might  be  better  recommendations. 

It  is  easy  to  see  why  some  people  get  carried 
away  taking  all  sorts  of  vitamins.  They  peruse 
a book  like  this  and  find  that  vitamin  B-5  aids 
energy  production  and  keeps  the  nervous  system 
and  gastrointestinal  tract  healthy.  They  then 
write  the  name  pantothenic  acid  down,  buy  some, 
begin  taking  it,  and  procede  to  tell  their  friends 
how  much  better  they  feel. 

This  book  has  potential,  though.  I am  not 
sure  that  a sufficient  market  exists  for  this  hand- 
book. It  could  be  used  inappropriately  by  a 
neophyte  layman,  and  it  lacks  detail  for  use  by 
pharmacists  and  physicians.  It  is,  however, 
much  easier  to  read  than  the  PDR. 

John  E.  Hocutt,  Jr.,  M.D. 

vs 

AN  ANALYSIS  OF  PRIMARY  MEDICAL  CARE  An 
International  Study  by  W.  J.  Stephen,  M.D.,  Cam- 
bridge University  Press,  New  York,  1979.  401  pp. 
Illus.  Price  $31.00. 

Dr.  Stephen,  a general  physician  in  the  United 
Kingdom,  engaged  in  a 12-year,  23-nation  study 
of  primary  medical  care  for  the  preparation  of  this 
book.  The  title  is  somewhat  misleading  in  that 
his  treatment  of  this  subject  really  examines  the 


entire  health  care  delivery  system  in  each  of  the 
nations  studied  and  not  just  the  system  of  primary 
medical  care.  It  is  the  examination  of  health  care 
in  each  of  these  23  mostly  developed  countries 
which  makes  this  text  such  an  interesting  and 
valuable  contribution. 

I do  not  feel  that  Dr.  Stephen’s  true  purpose  in 
writing  this  book  is  truly  met,  however.  He  in- 
tended that  his  comparison  would  allow  formu- 
lation of  solutions  to  the  different  problems  in 
health  care  delivery  that  face  many  nations.  By 
his  own  admission,  however,  the  comparison  of 
health  care  statistics  from  one  nation  to  another 
is  highly  unreliable  in  that  definitions  and  collec- 
tion methods  vary  to  such  a great  extent. 

Even  though  Dr.  Stephen  does  not  reveal  solu- 
tions, he  does  bring  into  focus  many  of  the  prob- 
lems facing  health  care  delivery  worldwide.  These 
include  the  need  for  emphasis  on  primary  care 
teaching  at  the  medical  school  level,  the  need  for 
nationwide  health  planning,  the  questionable  value 
of  wholesale  diagnostic  screening  of  asymptomatic 
population,  the  maldistribution  of  health  man- 
power, the  need  for  cost  containment,  the  need 
to  maintain  the  quality  of  care  delivered,  and  the 
need  to  be  certain  that  patient  satisfaction  with 
the  health  care  system  is  evaluated.  One  problem 
which  is  mentioned  but  on  which  inadequate  em- 
phasis is  placed  is  medical  malpractice.  This  is 
especially  important  since  the  problem  of  medi- 
cal malpractice  serves  to  worsen  many  of  the 
other  problems. 

Stephen  R.  Permut,  M.D. 
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Speakers  for  May  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  May  6,  Edward  W.  McReynolds, 
M.D.,  Hypertension  in  Children;  May  13,  George  Popel,  M.D.,  Glaucoma;  May 
20,  Leo  B.  Hogan,  Jr.,  M.D.,  The  Treatment  of  Colds  and  Flu-Like  Illnesses;  May 
27,  Herbert  H.  Heym,  M.D.,  Hypertension. 

The  following  publication  is  available  from  the  American  Cancer  Society  at  no 
charge:  CARCINOGENS  IN  THE  WORKPLACE.  In  the  past  10  years,  the 
production  of  synthetic  organic  chemicals  in  the  United  States  has  increased 
dramatically,  yet  relatively  few  of  the  new  compounds  have  been  studied  ade- 
quately for  carcinogenic  potential.  The  above  publication  examines  the  topic  of 
occupational  carcinogens  and  cancer.  This  is  a thorough,  valuable  reference 
work  for  physicians  and  allied  health  professionals.  For  further  information, 
contact:  the  American  Cancer  Society,  1925  Lovering  Avenue,  Wilmington,  Dela- 
ware 19806.  Telephone:  (302)  654-6267. 

The  Children’s  Hospital  of  Philadelphia  has  reestablished  a short-term  fellowship 
training  program  in  pediatrics  for  practicing  physicians.  The  program,  which  will 
bring  three  area  physicians  into  the  hospital  each  month,  is  aimed  at  improving 
the  quality  of  pediatric  care  in  the  community.  Participants  will  be  pediatricians, 
general  practitioners,  and  pediatric  osteopathic  physicians.  They  will  be  in  the 
Children’s  Hospital  for  periods  ranging  from  one  week  to  one  month.  There  will 
be  no  tuition  cost  to  the  fellow.  Interested  physicians  are  invited  to  apply  for 
the  Children’s  Hospital  Postgraduate  Pediatric  Fellowship  Program  by  writing  to 
M.  William  Schwartz,  M.D.,  Coordinator,  Children’s  Hospital  Postgraduate  Pedi- 
atric Fellowship  Program,  The  Children’s  Hospital  of  Philadelphia,  One  Children’s 
Center,  34th  and  Civic  Center  Boulevard,  Philadelphia,  Pennsylvania  19104. 

Aid  for  International  Medicine,  Inc.  was  invited  by  the  Chinese  Academy  of 
Medical  Science  to  provide  lectures  and  clinical  teaching  in  the  People’s  Republic 
of  China.  During  the  first  two  weeks  of  March  Edgar  R.  Miller,  Jr.,  M.D., 
lectured  on  vascular  surgery  and  made  bedside  and  operating  room  rounds;  John 
M.  Levinson,  M.D.,  lectured  on  the  role  of  laparoscopy  in  medical  and  surgical 
diagnosis  as  well  as  sterilization,  and  established  further  laparoscopy  clinics  in 
the  P.R.C.  AIM  has  provided  a large  amount  of  the  equipment  and  is  providing 
ongoing  help  for  these  clinics  in  Peking,  Shanghai,  and  Canton. 

DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

CLINICAL  NOTICES  AND  MEETINGS 

The  Medical  Society  of  Delaware  and  the  Delaware  Pharmaceutical  Society  with  a 
grant  from  and  the  cooperation  of  Lederle  Laboratories,  a Division  of  American 
Cyanamid  Company,  will  present  an  all-day  SYMPOSIUM  ON  HUMAN  SEXUALITY, 
May  3,  at  the  Hotel  duPont,  Wilmington,  Delaware.  Various  topics  will  be  presented 
including  Attitudes  on  Human  Sexuality — Past  and  Present,  Sexual  Dysfunctions  in 
Men,  Sexual  Dysfunctions  in  Women,  and  Discovery  of  Sexual  Problems.  For  further 
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information,  contact:  the  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wil- 
mington, Delaware.  Telephone:  (302)  658-7596. 


Health  Care  Terry  L.  Schmidt  Inc.,  Washington  Counsel/Medicine  and  Health,  and  The  George 
Reimbursement  Washington  University  Department  of  Health  Services  Administration  are  presenting 
in  the  80’s  a conference  entitled,  HEALTH  CARE  REIMBURSEMENT  IN  THE  80’s,  May  8-9,  at 
the  Leows  L’Enfant  Plaza  Hotel  in  Washington,  D.C.  This  conference  is  designed  to 
cover  a broad  range  of  reimbursement  topics  affecting  virtually  every  kind  of  health 
program.  For  further  information,  contact:  Karen  Love,  Conference  Coordinator, 
Terry  L.  Schmidt  Inc.,  1747  Pennsylvania  Avenue  N.W.,  Washington,  D.C.  20006. 
Telephone:  (202)  452-1400. 


American  College  The  American  College  of  Nuclear  Medicine  will  hold  its  9th  ANNUAL  SCIENTIFIC 
of  Nuclear  MEETING,  May  9-11,  at  the  Hyatt  Regency  Hotel,  Montreal,  Canada.  The  subject 
Medicine  will  be  RADIATION  AND  PUBLIC  HEALTH:  THE  MYTH  OF  RADIATION— 
AN  ATTEMPT  AT  CLARIFICATION.  For  further  information,  contact:  Herbert 
C.  Allen,  Jr.,  M.D.,  President,  ACNM,  100  Hermann  Professional  Building,  Houston, 
Texas  77030.  Telephone:  (713)  790-0540. 


ASIM  Annual  THE  24th  ANNUAL  MEETING  OF  THE  AMERICAN  SOCIETY  OF  INTERNAL 
Meeting  MEDICINE  entitled,  AGES,  WAGES,  AND  ETHICS:  AN  AGENDA  FOR  THE  80’s, 
will  be  held  May  15-18  at  the  Hyatt  Regency  Hotel  in  Washington,  D.C.  These  CME 
offerings  meet  the  criteria  for  a total  of  8 hours  in  Category  I for  the  Physician's 
Recognition  Award  of  the  AMA.  There  is  no  registration  fee.  For  further  informa- 
tion, contact:  the  American  Society  of  Internal  Medicine,  2550  M Street  NW,  Suite 
620,  Washington,  D.C.  20037.  Telephone:  (202)  659-0330. 
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Maternal  and 
Child  Health 

An  all-day  seminar  entitled,  PREVENTION  AND  TREATMENT  OF  PREMATURITY 
AND  OTHER  CAUSES  OF  INFANT  DEATH,  will  be  held  May  17  at  the  Hotel 
duPont,  Wilmington,  Delaware.  It  is  being  sponsored  by  the  Medical  Society  of 
Delaware;  Delaware  Section,  American  College  of  Obstetrics  and  Gynecology;  Dela- 
ware Chapter,  American  Academy  of  Pediatrics;  Department  of  Obstetrics  and  Gyne- 
cology, Wilmington  Medical  Center;  and  Department  of  Pediatrics,  Wilmington  Medi- 
cal Center.  Guest  speakers  will  be  Allan  B.  Weingold,  M.D.,  Professor  and  Chair- 
man, Department  of  Obstetrics  and  Gynecology,  and  Maureen  C.  Edwards,  M.D., 
Associate  Professor  of  Child  Health  and  Development,  and  Obstetrics,  and  Director 
of  Intensive  Care  Nursery,  both  from  the  George  Washington  University  Medical 
Center.  Local  specialists  will  complete  the  program.  For  further  information,  con- 
tact: the  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Delaware 
19806.  Telephone:  (302)  658-7596. 

David  Flett  duPont 
Memorial  Lecture 

The  American  Heart  Association  of  Delaware,  Inc.,  is  sponsoring  the  DAVID  FLETT 
DU  PONT  MEMORIAL  LECTURE,  May  20th  at  8:00  p.m.  at  the  Delaware  Academy 
of  Medicine,  1925  Lovering  Avenue,  Wilmington,  Delaware.  Robert  S.  Eliot,  M.D. 
will  speak  on  STRESS  AND  CARDIOVASCULAR  DISEASE.  For  further  informa- 
tion, contact:  the  American  Heart  Association  of  Delaware,  Inc.,  Four-C  Trolley 
Square,  Delaware  Avenue  and  DuPont  Streets,  Wilmington,  Delaware  19806.  Tele- 
phone: (302)  654-5269. 

MAHC 

The  12th  MIDDLE  ATLANTIC  HEALTH  CONGRESS  will  be  held  May  20-22  at 
Convention  Hall  in  Atlantic  City,  New  Jersey.  It  is  being  sponsored  by  the  State 
Hospital  Associations  of  Delaware,  New  Jersey,  New  York,  and  Pennsylvania  as  well 
as  supported  by  the  Maryland,  Virginia,  District  of  Columbia  Hospital  Association. 
The  Middle  Atlantic  Health  Congress  is  a cooperative  venture  and  it  offers,  once  a 
year  and  free  of  any  charge,  the  opportunity  to  attend  educational  sessions  with 
counterparts  from  other  states,  as  well  as  the  opportunity  to  visit  the  exhibits  of  the 
many  companies  who  come  to  Atlantic  City  to  display  products  and  services.  For 
further  information,  contact:  the  Middle  Atlantic  Health  Congress,  760  Alexander 
Road,  CN  1,  Princeton,  New  Jersey  08540.  Telephone:  (609)  924-0049  or  (609) 
452-9280. 

Negotiating 

Physicians’ 

Compensation 

A NATIONAL  CONFERENCE  ON  NEGOTIATING  PHYSICIANS’  COMPENSA- 
TION will  be  held  June  15-17  in  Washington,  D.C.  It  is  being  co-sponsored  by  the 
American  Medical  Association  and  the  American  Society  of  Law  and  Medicine  and 
will  provide  a full  description  of  the  present  and  the  probable  future  use  of  negotia- 
tions in  this  area.  Practical  advice  for  coping  successfully  with  the  changing  reim- 
bursement environment  will  be  presented.  For  further  information,  contact':  the  AMA 
Department  of  Negotiations,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 
Joseph  E.  Belgrade,  M.D.,  Wilmington,  will  be  on  the  faculty. 

Computers  in 
Private  Medical 
Practice 

A program  entitled  CHOOSING  AND  USING  A COMPUTER  IN  A PRIVATE 
MEDICAL  PRACTICE  will  be  presented  by  the  University  of  Health  Sciences/The 
Chicago  Medical  School  June  20-21  at  the  Marriott  O’Hare  Hotel  in  Chicago,  Illinois. 
It  has  been  approved  for  18  hours  of  CME  credit  in  Category  I of  the  Physician’s 
Recognition  Award.  For  further  information,  contact:  Ronnie  Beth  Bush,  Ph.D., 
One  Chapman  Road,  Burlington,  Illinois  60109.  Telephone:  (312)  683-2066. 

Trauma  Symposium 

THE  2nd  ANNUAL  TRAUMA  SYMPOSIUM  will  be  held  June  20-22  at  the  Dutch 
Inn,  Lake  Buena  Vista,  Disney  World,  Florida.  The  course  is  sponsored  jointly  by 
the  Committee  on  Trauma  of  the  American  College  of  Surgeons  and  the  Region  IV 
Committee  on  Trauma,  American  College  of  Surgeons.  Course  curriculum  will  in- 
clude such  topics  as:  pediatric  trauma,  head  injuries,  renal  failure,  spinal  injuries, 
management  of  the  cardiovascular  system,  infection  in  trauma,  chest  injuries,  and 
blunt  trauma.  For  further  information,  contact:  the  American  College  of  Surgeons, 
55  E.  Erie  Street,  Chicago,  Illinois  60611.  Telephone:  (312)  664-4050. 
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Medical  Care  in 
Correctional 
Institutions 


The  American  Medical  Association  will  hold  its  4th  NATIONAL  CONFERENCE  ON 
MEDICAL  CARE  AND  HEALTH  SERVICES  IN  CORRECTIONAL  INSTITU- 
TIONS, October  24-25  in  Chicago,  Illinois.  The  AMA  issues  a call  for  papers  to  be 
presented  at  the  conference.  For  further  information,  contact:  AMA  Correctional 
Programs,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


American  Heart 
Association  of 
Delaware,  Inc. 


THE  53rd  SCIENTIFIC  SESSIONS  OF  THE  AMERICAN  HEART  ASSOCIATION 
will  be  held  November  17-20  at  Miami  Beach  Convention  Center,  Miami  Beach, 
Florida.  The  scientific  sessions  of  the  American  Heart  Association  represent  three 
and  one-half  days  of  invited  lectures  and  investigative  reports,  all  conducted  simul- 
taneously and  arranged  to  present  subject  areas  in  the  field  of  cardiovascular  disease 
including  renal  stroke,  cardiopulmonary,  thrombosis,  and  epidemiology.  For  further 
information,  contact:  the  American  Heart  Association  of  Delaware,  Inc.,  Four  Trolley 
Square,  Delaware  Avenue  and  DuPont  Street,  Wilmington,  Delaware  19806.  Tele- 
phone: (302)  654-5269. 


American  College  THE  1980  SCIENTIFIC  ASSEMBLY  OF  THE  AMERICAN  COLLEGE  OF  EMER- 
of  Emergency  GENCY  PHYSICIANS  will  be  held  September  15-18  at  the  Las  Vegas  Convention 
Physicians  Center,  Las  Vegas,  Nevada.  The  headquarters  hotel  is  the  Las  Vegas  Hilton.  Topics 
include  “Heimlich  Maneuver:  When  and  Where”  and  “Pacemakers,  Transvenous 
Versus  Transthoracic:  Their  Use  in  Emergency  Medicine.”  For  further  information, 
contact:  The  American  College  of  Emergency  Physicians,  3900  Capital  City  Boulevard, 
Lansing,  Michigan  48906.  Telephone:  (517)  321-7911. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


ADVANCES  IN  THERAPY  IN  TESTICULAR  CANCER 
REPORT  FROM  THE  SIXTH  ANNUAL  SYMPOSIUM  OF  DIAGNOSIS  AND 
TREATMENT  OF  NEOPLASTIC  DISORDERS  AT  JOHNS  HOPKINS  HOSPITAL 


Tae  Sup  Song,  M.D. 


Dr.  Lawrence  Einhorn  presented  a review  of 
disseminated  non-seminomatous  testicular  cancer. 
This  rapidly  proliferating  disease  can  be  fatal 
within  a week  if  no  treatment  is  given  and  should 
be  considered  a medical  emergency.  A cure  rate 
of  70%  complete  remission  is  achieved  regularly 
with  a combination  of  Bleomycin,  Velban,  and 
Cis-Platinum. 

The  first  milestone  was  established  by  Dr.  Li 
20  years  ago  when  he  utilized  Actinomycin  D 
and  induced  10%  complete  remission  and  a 
5%  cure  rate.  Subsequently,  Dr.  B.  J.  Kennedy 
yielded  similar  results  with  Mitomycin.  Dr. 
Samuels  achieved  35  to  50%  complete  remission 
with  Bleomycin  and  Velban  combination  in  the 
early  1970’s.  A large  percentage  of  these  pa- 
tients relapsed  and  went  on  to  die  rapidly  despite 
original  complete  remission.  When  Cis-Platinum 
was  found  to  be  the  single  most  effective  drug 
in  this  disease,  Dr.  Einhorn  quickly  combined 
it  with  Velban  and  Bleomycin.  In  this  way,  he 
achieved  80%  complete  remission  and  a 67% 
cure  rate.  This  truely  remarkable  achievement 
is  comparable  to  that  which  we  achieved  in  Hodg- 
kin’s disease  in  the  last  decade.  Dr.  Einhorn 
reported  on  200  cases  of  testicular  cancer.  His 
drug  regimen  consists  of  Cis-Platinum  20  mg/kg 
body  weight  for  five  days  every  three  weeks, 

Dr.  Song  is  the  Cancer  Coordinator  at  St.  Francis  Hospital, 
Wilmington,  Delaware. 

•An  NCI-supported  agency  located  at  1200  Jefferson 
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Velban  0.3  mg/kg  on  day  one  every  three  weeks, 
and  Bleomycin  30  unit  I.V.  push  every  week 
for  four  cycles  for  remission  induction.  The 
original  dose  of  Velban  of  0.4  mg/kg  was  later 
found  to  be  unnecessarily  too  toxic  and  rendered 
no  therapeutic  advantage  over  the  0.3  mg/kg 
dosage  after  carefully  controlled  prospective 
studies.  He  noted  that  most  cases  of  relapse 
occurred  within  one  year  after  initiation  of  treat- 
ment. If  the  patient  is  free  of  relapse  for  two 
years  after  initiating  treatment,  the  patient  is 
considered  cured.  Also,  a subsequent  control 
study  seemed  to  indicate  that  maintenance  therapy 
may  not  be  necessary.  Readers  are  referred  to 
another  recent  article  by  G.  J.  Bosl  and  B.  J. 
Kennedy  in  the  April  issue  of  the  American  Medi- 
cal Journal.) 

Eradication  of  localized  residual  disease  via 
surgical  extirpation  is  important.  This  study 
indicated  that  prior  radiotherapy  did  not  affect 
the  final  outcome  of  chemotherapeutic  treatment. 
Routine  retroperitoneal  lymphadenectomy  in  Stage 
I or  II,  which  invariably  induces  ejaculation  prob- 
lems and  sterility,  is  not  recommended  because 
CAT  scan  and  tumor  markers,  namely  human 
chorionic  gonadotropin  and  alpha-feto-protein 
level,  can  be  substituted  for  diagnosis  and  follow- 
up. Those  refractory  cases  who  achieve  only 
partial  remission  despite  four  courses  of  treat- 

Street,  Wilmington.  Delaware  19801.  Tel.  (302)  428-2113. 
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Cancer  Communique 


ment  usually  are  put  on  Velban  maintenance 
treatment  0.3  mg/kg  every  three  weeks  until  re- 
lapse. He  recommends  use  of  investigative  agent 
VP- 16  in  combination  with  Cis-Platinum  as  a 
salvage  chemotherapy  for  those  who  relapse.  A 
few  cases  of  complete  remission  obtained  with 
this  salvage  treatment  when  initial  treatment 
had  failed.  He  sees  no  value  from  adjuvant 
chemotherapy  for  Stage  I (testes  only)  and  Stage 
II  (testes  and  retroperitoneal  lymph  node  in- 
volvement). Instead,  he  suggests  close  follow- 
up using  chest  x-ray  and  tumor  marker  every  two 
months.  He  sees  no  role  for  radiotherapy  in 
the  management  of  advanced  non-seminomatous 
testicular  cancer  except  for  the  treatment  of  brain 
metastasis.  Fairly  extensive  liver  metastasis  did 
not  necessarily  mean  treatment  failure  because 
he  had  a few  cases  with  liver  metastasis  who 
responded  to  chemotherapy.  He  strongly  urges 
clinicians  who  do  not  get  this  level  of  good  re- 
sponse regularly  to  seriously  reexamine  their 
treatment  regimen. 

Editors  Note: 

Dr.  Whitney’s  critical  review  on  The  Cancer-Related  Health 
Check-up,  which  appeared  in  April’s  Journal,  will  be  published 
in  the  July  issue. 
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• provides  effective  symptomatic 
relief 

• b.i.d . dosage  simplifies  therapy 
•scored  tablet  for  dosage  flexibility 

OPTIMINE® 

azatadine  maleate,  1 mg.  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
fants: This  drug  should  not  be  used  in  newborn  or  pre- 
mature infants. 

Use  in  Nursing  Mothers:  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated in  nursing  mothers. 

Use  in  Lower  Respiratory  Disease:  Antihistamines  should 
NOT  be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions:  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure;  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section). 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with:  narrow  angle  glaucoma; 
stenosing  peptic  ulcer;  pyloroduodenal  obstruction; 
symptomatic  prostatic  hypertrophy;  bladder  neck 
obstruction. 

Use  in  Children:  In  infants  and  children  especially,  anti- 
histamines in  overdosage  may  cause  hallucinations,  con- 
vulsions. or  death. 

As  in  adults,  antihistamines  may  diminish  mental  alertness 
in  children.  In  the  young  child,  particularly,  they  may  pro- 
duce excitation. 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 
CHILDREN  UNDER  12  YEARS  OF  AGE. 

Use  in  Pregnancy:  Experience  with  this  drug  in  pregnant 
women  is  inadequate  to  determine  whether  there  exists  a 
potential  for  harm  to  the  developing  fetus. 

Use  with  CNS  Depressants:  Azatadine  maleate  has  additive 
effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 
sedatives,  tranquilizers,  etc.). 

Use  in  Activities  Requiring  Mental  Alertness:  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances, machinery,  etc. 

Use  in  the  Elderly  (approximately  60  years  or  older):  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients. 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and,  therefore,  should  be  used  with  caution  in  patients 
with:  a history  of  bronchial  asthma;  increased  intraocular 
pressure;  hyperthyroidism;  cardiovascular  disease; 
hypertension. 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines. 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined. 

General:  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity, excessive  perspiration,  chills,  dryness  of  mouth, 
nose,  and  throat. 

Cardiovascular  System:  Hypotension,  headache,  palpita- 
tions, tachycardia,  extrasystoles. 

Hematologic  System:  Hemolytic  anemia,  thrombocyto- 
penia, agranulocytosis. 

Nervous  System:  Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation, nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions. 
Gastrointestinal  System:  Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation. 

Genitourinary  System:  Urinary  frequency,  difficult  urina- 
tion. urinary  retention,  early  menses. 

Respiratory  System:  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness. 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion. Stimulation  is  particularly  likely  in  children.  Atropine- 
like signs  and  symptoms  (dry  mouth;  fixed,  dilated  pupils; 
flushing;  and  gastrointestinal  symptoms)  may  also  occur. 

If  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit.  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag.  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children. 

If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand.  Isotonic 
and  >/2  isotonic  saline  is  the  lavage  solution  of  choice. 

Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content. 

Stimulants  should  not  be  used. 

Vasopressors  may  be  used  to  treat  hypotension. 

FEBRUARY  1977  11055010 

For  more  complete  details,  consult  package  insert  or 
Schering  literature  available  from  your  Schering  Represen- 
tative or  Professional  Services  Department,  Schering  Cor- 
poration, Kenilworth,  New  Jersey  07033. 

Schering  Corporation 
Kenilworth,  New  Jersey  07033 

SWW-417  l 


DELPAC 


Another  election  is  upon  us.  And  it  is  also  a key  time  for  the  medical  pro- 
fession to  make  an  impact  on  the  future  Delaware  legislative  process.  As  you 
may  recall  from  my  first  President’s  Page  that  appeared  in  the  November,  1979, 
issue  of  this  Journal,  I emphasized  a desire  to  address  only  those  issues  that  would 
be  of  local  interest  to  the  medical  profession,  issues  which  we  might  be  able  to 
influence. 

If  you  read  your  local  papers  and  are  familiar  with  the  Legislature,  you  will 
know  that  there  are  many,  many  bills  and  amendments  that  are  brought  before 
the  General  Assembly  which  can  and  do  effect  our  profession.  Consequently, 
the  selection  of  the  men  and  women  for  the  Legislature  becomes  an  important 
activity  in  Delaware  for  the  medical  profession. 

Available  to  physicians  through  the  Medical  Society  of  Delaware  is  the  political 
arm  of  Delaware  medicine,  DELPAC.  The  purpose  of  DELPAC  has  always  been 
to  encourage  the  medical  community  to  contribute  an  awareness  of  and  concern 
for  political  candidates  running  for  office  through  money,  time  and  talent.  Built 
in  the  policy  of  DELPAC  is  the  encouragement  for  the  Delaware  medical  com- 
munity to  be  pragmatic  and  effective  activists. 

DELPAC  provides  support  for  those  candidates  campaigning  for  seats  in  the 
General  Assembly,  since  most  state  medical  legislation  is  handled  at  this  level  of 
government.  This  PAC  is  not  politically  affiliated,  but  it  does  restrict  its  support 
to  those  legislative  candidates  who  are  responsive  to  the  medical  profession  by 
being  willing  to  hear  medicine’s  point  of  view. 

DELPAC  and  the  Medical  Society  of  Delaware  support  the  current  system  of 
financing  legislative  elections  through  voluntary  contributions.  Under  the  auspices 
of  DELPAC  and  the  Society,  we  have  been  heard  in  Dover  by  many  legislators 
who  have  been  most  cooperative  and  willing  to  listen.  Our  support  of  DELPAC 
will  help  to  amplify  the  voice  of  the  medical  profession  in  the  legislative  process. 

I encourage  and  urge  the  support  for  DELPAC — our  legislative  arm. 
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Just  a Reminder... 

What  Blue  Cross  and  Blue  Shield  of  Delaware  does  not  cover. 

Blue  Cross  and  Blue  Shield  benefits  are  comprehensive  — 
but  there  are  limits.  Why?  With  restrictions,  health  benefits  are 
expensive.  Without  limits,  they’d  be  unaffordable. 

And,  all  of  us  have  an  interest  in  keeping  health  benefits 
affordable. 

What  is  not  covered?  Limits  are  spelled  out  in  virtually  all 
Blue  Cross  and  Blue  Shield  benefits  books  and  contracts.  But  — 
just  as  a reminder — we’ll  be  using  this  space  incoming  months 
to  discuss  procedures  and  services  which  are  not  covered. 

This  month:  Dental  Admissions.  We  do  not  cover 
hospitalization  for  dental  procedures  except  when  the  patient 
has  a second  severe  medical  and  nondental  problem  which 
would  be  dangerously  complicated  by  the  dental  procedure. 
Some  examples  of  procedures  where  hospitalization  is  generally 
not  covered: 

• Extractions  of  normal,  abscessed  or  diseased  teeth. 

• Restorative  dentistry  or  the  filling  of  decayed  teeth. 

• Removal  of  impacted  wisdom  teeth,  in  cases  where  the 
procedure  can  be  performed  safely  on  an  outpatient 
basis. 

In  coming  months  we’ll  discuss  other  Blue  Shield  coverage 
limitations. 


Blue  Cross 
Blue  Shield 

of  Delaware 


We’re  working  hard  to  control  health  care  costs. ..so  help  us. 
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It  generally  is  recognized  that  hospitalization 
can  be  a very  difficult  emotional  experience  for 
children.1-5  The  experience  can  lead  to  a variety 
of  adverse  reactions  which  can  occur  while  chil- 
dren are  hospitalized  and  when  they  have  returned 
home.6*8  In  order  to  eliminate  or  lessen  this 
problem,  children  need  to  be  helped  to  under- 
stand and  cope  with  the  experience  of  hospitali- 
zation. Various  media  can  be  used  to  provide 
children  with  information  about  hospitalization,9 12 
and  parental  presence  in  the  hospital  can  provide 
support  and  help  reduce  stress.13 15 

An  important,  readily  available  additional 
means  of  meeting  the  emotional  needs  of  hos- 
pitalized children  is  friendly,  reassuring,  informa- 
tive communicative  behavior  on  the  part  of  health 
care  professionals.  Research  has  indicated  that 
such  communication  is  emotionally  beneficial  not 
only  to  hospitalized  children  but  also  to  their 
parents.16  While  the  value  of  communicating 
with  children  about  hospitalization  and  medical 
procedures  has  been  demonstrated,  only  one  pub- 
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munication and  Director  of  Communication  Education  at  West 
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Dr.  Schindler  is  the  Director  of  the  Department  of  Psychological 
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lished  study  has  attempted  to  assess  the  communi- 
cation between  hospital  personnel  and  hospitalized 
children.17 

In  our  (DRK,  DGK)  study,17  an  adapted 
version  of  Flanders’18  interaction  analysis  system 
was  used  to  make  systematic  observations  of  the 
communications  in  the  A.  I.  duPont  Institute,  a 
pediatric,  orthopedic  hospital. 

Our  (DRK,  DGK)  earlier  report  examined 
the  communicative  behavior  of  the  hospital  staff 
as  a whole  and  indicated:  that  the  communicative 
interaction  between  hospital  staff  members  and 
hospitalized  children  could  be  unobtrusively  and 
reliably  observed;  that  a large  amount  of  silence 
occurred  during  staff -patient  contacts;  and  that  the 
staff  recognized  the  value  of  interaction  analysis 
as  a means  of  self-improvement. 

The  purpose  of  this  paper  is  to  present  and  dis- 
cuss the  data  from  the  hospital  communication 
study  that  pertains  to  the  communicative  be- 
havior of  specific  groups  of  hospital  staff  mem- 
bers including  physicians,  nurses  and  aides,  cast- 
ing personnel,  physical  therapists,  and  child  life 
therapists. 

The  data  recorded  consisted  of  numerical  cod- 
ings made  by  three  trained  observers,  who  em- 
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TABLE  1 

SCALE  FOR  ANALYZING  INTERACTION  IN  A 
PEDIATRIC  HOSPITAL 

1 . Accepts  the  feelings  of  the  patient 

2.  Praises  or  encourages  the  patient 

3.  Accepts  or  uses  the  ideas  of  the  patient 

4.  Asks  questions 

5.  Gives  information  to  the  patient 

6.  Gives  the  patient  directions,  orders 

7.  Criticizes  the  patient 

8.  Patient  talk 

9.  Crying 

10.  Silence  or  confusion 

11.  Staff-staff  or  staff-parent  talk 

ployed  the  11 -category  interaction  analysis  scale 
depicted  in  Table  1 to  code  the  interactions  they 
observed  by  marking  an  IBM  scan  sheet  every 
three  seconds  with  the  scale  number  which  most 
accurately  depicted  the  interaction  they  observed. 
Codings  were  begun  each  time  a hospital  staff 
member  and  a pediatric  patient  were  observed 
in  a context  which  made  communicative  exchange 
possible,  eg,  when  a nurse  gave  a child  an  injec- 
tion, and  ended  after  seven  and  one-half  minutes 
(the  time  required  to  complete  one  IBM  scan 
sheet)  or  when  one  of  the  communicants  exited 
the  context. 

An  observation  schedule  was  followed  which 


enabled  the  three  trained  observers  to  system- 
atically observe  specific  groups  of  hospital  staff 
members  for  four  weeks.  In  addition  to  gathering 
these  objective  data,  each  observer  also  kept  a 
diary  in  which  she  reported  on  the  interactions 
she  observed.  The  presentations  which  follow 
are  based  upon  the  numerical  codings  made  by  the 
three  observers.  The  diary  reports  have  been 
used  to  supplement,  clarify,  and  interpret  the  data 
presented. 

Observation  of  Physicians  and  Patients 

The  codings  that  pertain  to  the  communicative 
exchanges  observed  between  physicians  aijd  pedi- 
atric patients  are  presented  in  Table  2.  The 
percentage  of  codings  recorded  in  the  silence 
category  ranged  from  32.21  to  43.90%;  the  per- 
centage in  the  staff-staff  communication  category 
ranged  from  31.04  to  45.41%.  Fewer  than  25 
percent  of  the  codings  recorded  communication 
with  the  patient  (categories  I through  8). 

Most  of  the  observations  of  physicians  occurred 
in  the  wards  when  rounds  were  made.  These 
rounds  occurred  early  in  the  morning  and  in- 
volved having  a large  number  of  the  staff  observe 
examinations  of  the  patients.  Patients  were  seldom 
included  in  the  discussions  of  the  various  condi- 
tions and  treatments.  A typical  communicative 
exchange  coded  during  rounds  consisted  of  alter- 
nating series  of  ll’s  (staff  to  staff  talk)  and  10’s 
(silence)  which  were  infrequently  punctuated  by 


TABLE  2 

SUMMARY  DATA  FOR  PHYSICIANS 


Week  One 


Number  of  Codings  3803 

% 

1.  Accepts  the  feelings  of  the  patient  0.05 

2.  Praises  or  encourages  the  patient  3.68 

3.  Accepts  or  uses  the  ideas  of  the  1.68 

patient 

4.  Asks  questions  5.63 

5.  Gives  information  to  the  patient  4.00 

6.  Gives  the  patient  directions,  orders  2.18 

7.  Criticizes  the  patient  0.00 

8.  Patient  talk  5.02 

9.  Crying  0.76 

10.  Silence  or  confusion  32.21 

11.  Staff-staff  or  staff-parent  talk  45.41 


Week  Two 

Week  Three 

Week  Four 

3391 

4749 

5310 

% 

% 

% 

0.00 

0.29 

0.11 

3.48 

5.18 

1.88 

0.18 

0.72 

0.79 

3.68 

3.94 

2.92 

5.51 

7.62 

5.31 

0.88 

0.88 

1.21 

0.00 

0.00 

3.39 

5.90 

6.20 

0.15 

0.53 

1.86 

32.94 

43.90 

40.47 

49.84 

31.04 

39.25 
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TABLE  3 

SUMMARY  DATA  FOR  NURSES 


Week  One 


Number  of  Codings  7735 

% 

1.  Accepts  the  feelings  of  the  patient  0.10 

2.  Praises  or  encourages  the  patient  7.07 

3.  Accepts  or  uses  the  ideas  of  the  0.76 

patient 

4.  Asks  questions  6.70 

5.  Gives  information  to  the  patient  10.85 

6.  Gives  the  patient  directions,  orders  2.68 

7.  Criticizes  the  patient  0.16 

8.  Patient  talk  9.19 

9.  Crying  1.56 

10.  Silence  or  confusion  45.95 

11.  Staff-staff  or  staff-parent  talk  14.98 


numbers  1 through  8 (communication  with  the 
patient). 

Encounters  in  which  the  patient  is  talked  about 
and  not  included  as  a participant  in  the  conver- 
sation have  the  potential  for  creating  threat  and 
a generally  negative  emotional  reaction  in  patients. 
On  the  occasions  when  physicians  were  observed 
interacting  with  children  during  times  other  than 
rounds,  however,  the  data  gathered  indicated 
that  the  exchanges  consisted  of  much  less  staff  to 
staff  talk  and  less  silence,  and  involved  the  patient 
to  a much  greater  degree.  The  observers  reported 
that  patients  responded  very  positively  to  these 


Week  Two 

Week  Three 

Week  Four 

5686 

5575 

5106 

% 

% 

% 

0.23 

0.27 

0.14 

10.50 

10.57 

10.81 

1.55 

1.00 

0.67 

7.95 

7.12 

8.60 

17.02 

18.06 

13.89 

2.71 

1.60 

1.82 

0.02 

0.20 

0.29 

14.60 

12.16 

12.06 

1.57 

5.33 

0.67 

33.42 

34.44 

42.68 

10.45 

9.26 

8.38 

exchanges.  It  would  seem,  therefore,  that  if  more 
patient  involvement  were  secured  during  rounds, 
the  potential  which  these  rounds  have  to  create 
a negative  emotional  reaction  in  the  patients  could 
be  reduced  or  eliminated.  This  involvement  could 
be  secured  through  greetings  and  “small  talk” 
and  by  questions  which  could  involve  the  patient 
in  a discussion  of  his  or  her  condition. 
Observations  of  Nurses  and  Aides  and  Patients 

Tables  3 and  4 present  data  that  pertain  to 
the  codings  of  the  communicative  exchanges 
observed  between  the  hospitalized  children,  and 
the  nurses  and  aides.  The  observations  were 


TABLE  4 

SUMMARY  DATA  FOR  NURSES’  AIDES 


Week  One 


Number  of  Codings  8601 

% 

1.  Accepts  the  feelings  of  the  patient  0.10 

2.  Praises  or  encourages  the  patient  8.64 

3.  Accepts  or  uses  the  ideas  of  the  1.33 

patient 

4.  Asks  questions  8.12 

5.  Gives  information  to  the  patient  1 1 .98 

6.  Gives  the  patient  directions,  orders  2.50 

7.  Criticizes  the  patient  0.53 

8.  Patient  talk  8.1 4 

9.  Crying  2.98 

10.  Silence  or  confusion  45.29 

11.  Staff-staff  or  staff-parent  talk  10.41 


Week  Two 

Week  Three 

Week  Four 

6076 

6409 

86.36 

% 

% 

% 

0.26 

0.11 

0.02 

9.45 

7.27 

4.96 

.77 

1.37 

.94 

9.84 

10.00 

6.13 

14.47 

15.29 

10.98 

1.99 

1.89 

1.79 

0.21 

0.06 

0.25 

16.23 

13.15 

10.19 

3.97 

4.24 

6.45 

34.46 

39.65 

53.57 

8.34 

6.96 

4.72 
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made  while  the  nurses  and  aides  were  performing 
medical  procedures  and  housekeeping  tasks  in 
the  boys’  and  girls’  wards.  From  33.42  to  53.57 
percent  of  the  codings  recorded  were  in  the 
silence  category.  A relatively  small  percentage 
of  the  codings  (4.72  to  14.98)  were  in  the  staff 
to  staff  category.  Thirty-five  to  50  percent  of  the 
codings  recorded  involved  communication  with 
the  patients  (categories  1 through  8). 

The  observations  made  of  individual  staff 
members  indicated  that  some  encounters  involved 
a large  amount  of  verbal  interaction  with  the 
patient  while  other  encounters  were  virtually  de- 
void of  verbalizations.  Also,  the  observer  re- 
ported that  the  communication  styles  of  the 
individual  nurses  and  aides  varied  considerably: 
some  were  informative,  others  were  evasive;  some 
were  sympathetic,  others  were  aloof;  some  were 
friendly,  others  were  curt.  In  addition,  the  style 
of  specific  individuals  varied  according  to  the 
time  of  day  the  patient  attended,  and  the  activity 
performed.  Such  variations  are  not  unusual  or 
unexpected.  It  is  important  to  note,  however, 
that  the  observers  reported  that  the  communica- 
tive behavior  of  the  nurses  and  aides  seemed  to 
affect  the  behavior  of  the  children  in  the  wards. 
When  the  nurses  and  aides  were  informative, 
understanding,  and  friendly,  the  children  report- 
edly talked  more,  laughed  more,  and  accepted 
treatment  more  readily  than  when  the  nurses  and 
aides  were  reticent,  aloof,  and  abrupt.  This  re- 


port by  the  observers  is  similar  to  the  findings  of 
research  conducted  at  the  Yale  University  Medi- 
cal Center.19  Also,  corroborative  evidence  which 
supports  the  relationship  between  the  communica- 
tive behavior  of  the  nurses  and  aides  and  the 
reactions  of  the  pediatric  patients  can  be  found 
in  examining  communication  in  educational  set- 
tings.20-21 

Observation  of  Casting  Personnel  and  Patients 

The  data  presented  in  Table  5 were  gathered 
in  the  casting  room  by  observing  interactions  that 
occurred  during  the  application  or  removal  of 
full  body  casts.  Because  these  procedures  require 
a rather  long  time  to  accomplish,  in  order  to 
obtain  a representative  sample  of  the  interaction 
occurring  between  the  casting  personnel  and  the 
patients,  the  observers  recorded  seven  and  one- 
half  minute  samples  of  the  interaction  at  the 
beginning,  near  the  middle,  and  near  the  end 
of  each  body  cast  procedure. 

There  is  a considerable  amount  of  week-by- 
week variation,  especially  in  silence  and  staff- 
staff  codings,  in  the  results  in  Table  5.  This  vari- 
ation may  be  accounted  for  by  the  fact  that  the 
casting  personnel  interacted  with  only  a few  pa- 
tients each  week,  most  of  whom  were  new  to 
them.  Most  of  the  observations  during  weeks  one 
and  two  were  of  cast  application  during  weeks 
and  two  were  of  cast  application  during  week  three 
and  four  most  were  of  cast  removal.  Increased 


TABLE  5 

SUMMARY  DATA  FOR  CASTING  PERSONNEL 


Week  One 


Number  of  Codings  1578 

% 

1 . Accepts  the  feelings  of  the  patient  0.00 

2.  Praises  or  encourages  the  patient  1.27 

3.  Accepts  or  uses  the  ideas  of  the  0.06 

patient 

4.  Asks  questions  1.71 

5.  Gives  information  to  the  patient  1.14 

6.  Gives  the  patient  directions,  orders  0.44 

7.  Criticizes  the  patient  0.00 

8.  Patient  talk  3.68 

9.  Crying  2.47 

10.  Silence  or  confusion  44.55 

11.  Staff-staff  or  staff-parent  talk  44.68 


Week  Two 

Week  Three 

Week  Four 

398 

939 

1667 

% 

% 

% 

0.00 

0.00 

0.06 

0.50 

2.88 

1:50 

0.00 

0.53 

1.26 

1.01 

1.06 

1.98 

6.03 

4.37 

3.84 

0.00 

1.28 

1.50 

0.00 

0.00 

0.00 

5.28 

2.98 

7.32 

0.00 

0.00 

6.72 

47.99 

58.36 

62.33 

39.20 

28.54 

13.50 
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TABLE  6 

SUMMARY  DATA  FOR  PHYSICAL  THERAPISTS 


Week  One 

Week  Two 

Week  Three 

Week  Four 

Number  of  Codings 

2904 

3233 

2197 

1526 

% 

% 

% 

% 

1 . Accepts  the  feelings  of  the  patient 

.03 

.09 

0.00 

0.13 

2.  Praises  or  encourages  the  patient 

8.82 

9.40 

7.83 

11.93 

3.  Accepts  or  uses  the  ideas  of  the 
patient 

.62 

1.33 

1.41 

1.11 

4.  Asks  questions 

5.75 

5.01 

3.78 

7.99 

5.  Gives  information  to  the  patient 

12.71 

15.99 

24.26 

16.38 

6.  Gives  the  patient  directions,  orders 

1 1.29 

14.57 

8.78 

10.81 

7.  Criticizes  the  patient 

.03 

0.56 

0.09 

0.00 

8.  Patient  talk 

6.20 

10.36 

1 1.65 

7.47 

9.  Crying 

.52 

1.48 

0.46 

0.26 

10.  Silence  or  confusion 

31.71 

28.36 

34.82 

38.79 

1 1 . Staff-staff  or  staff-parent  talk 

22.31 

12.84 

6.92 

5.11 

silence  may  have  been  recorded  during  weeks 
three  and  four  because  the  noise  made  by  the 
cast  cutter  reduced  the  opportunity  for  verbal 
communication.  The  observers  also  cautioned 
that  the  relatively  large  percentage  of  codings 
in  the  staff-staff  category  should  be  interpreted 
carefully.  Frequently  staff-staff  talk  by  casting 
personnel  was  about  the  casting  patient  and  was 
designed  to  encourage  the  patient.  For  example, 
casting  team  members  would  say  to  one  another, 
“Isn’t  she  doing  great?”  or,  “Did  you  ever  see 
such  a fine  patient?”  The  observers  indicated 
that  such  remarks  lightened  the  emotional  atmos- 
phere and  appeared  to  relax  the  patients. 


Observations  of  Physical  Therapists  and  Patients 

The  physical  therapists  were  observed  working 
with  children  in  the  physical  therapy  room.  As 
can  be  seen  in  Table  6,  the  physical  therapists 
engaged  in  a large  amount  of  verbal  communi- 
cation with  the  patients.  This  communication 
occurred  regularly  as  an  integral  part  of  a planned 
therapy  program.  During  a typical  therapy  ses- 
sion a physical  therapist  would  inform  a patient 
about  the  nature  and  purpose  of  the  activity  to 
be  undertaken  (coded  as  a series  of  5’s),  ask 
and  answer  the  patient  questions  (coded  as  4’s 
and  8’s),  direct  the  patient’s  activity  (coded  as 
6’s),  and  then  encourage  and  praise  the  patient’s 


TABLE  7 

SUMMARY  DATA  FOR  CHILD  LIFE  THERAPISTS 


Week  One 

Week  Two 

Week  Three 

Week  Four 

Number  of  Codings 

3068 

1749 

1219 

1439 

% 

% 

% 

% 

1 . Accepts  the  feelings  of  the  patient 

0.13 

0.00 

0.00 

0.21 

2.  Praises  or  encourages  the  patient 

13.23 

18.41 

13.37 

18.00 

3.  Accepts  or  uses  the  ideas  of  the 
patient 

1.47 

1.60 

1.15 

1.67 

4.  Asks  questions 

9.91 

1 1.26 

8.78 

13.41 

5.  Gives  information  to  the  patient 

28.19 

26.19 

30.02 

29.19 

6.  Gives  the  patient  directions,  orders 

3.91 

5.03 

6.64 

4.24 

7.  Criticizes  the  patient 

.13 

.06 

.08 

0.00 

8.  Patient  talk 

10.66 

13.15 

15.75 

9.80 

9.  Crying 

.03 

1.20 

0.57 

0.69 

10.  Silence  or  confusion 

26.01 

17.15 

19.44 

18.76 

1 1 . Staff-staff  or  staff-parent  talk 

6.32 

5.95 

4.18 

4.03 
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efforts  (coded  as  2’s).  Periods  of  silence  (coded 
as  a series  of  10’s)  occurred  during  therapy 
sessions  when  patients  were  engaged  in  strenuous 
physical  efforts  to  achieve  specific  therapy  goals. 
The  observers  characterized  physical  therapy  ses- 
sions as  friendly,  goal-oriented  work.  The  thera- 
pists’ verbal  behavior  was  seen  as  facilitating  the 
accomplishment  of  difficult  tasks. 

Observation  of  Child  Life  Therapists  and  Patients 

The  amount  of  verbal  interaction  which  occur- 
red when  the  child  life  therapists  were  observed 
with  the  patients  was  extensive.  (Table  7)  The 
percentage  of  codings  recorded  in  the  praise  cate- 
gory ranged  from  13.23  to  18.41,  the  percentage 
of  questions  ranged  from  8.78  to  13.41,  the  per- 
centage of  facts  given  ranged  from  26.19  to  30.02, 
and  the  percentage  of  patient  talk  ranged  from 
9.80  to  15.75.  Overall,  the  percentage  of  verbal 
communication  with  the  patient  (categories  1 
through  8)  ranged  from  63.06  to  86.24.  Only 
18.76  to  26.01  percent  of  the  codings  were  in  the 
silence  category,  and  only  4.03  to  6.32  percent 
were  in  the  staff-staff  category.  The  child  life 
therapists  were  able  to  communicate  effectively 
with  virtually  all  of  the  many  patients  assigned 
to  their  supervision.  While  the  dialogue  itself 
was  sometimes  the  focus  of  attention,  at  other 
times  talk  was  a means  to  such  ends  as  aiding 
a child  in  model  building,  encouraging  a child 
to  paint,  explaining  how  to  play  a game,  or  pro- 
viding information  about  making  popcorn.  The 
positive  emotional  climate  produced  by  the  child 
life  therapists  was  noted  by  the  observers  and 
verified  by  the  patients  who  frequently  requested 
that  a child  life  therapist  accompany  them  to 
medical  procedures  which  frightened  them. 

Discussion 

This  study  was  undertaken  because  of  the  ab- 
sence of  information  about  the  communicative 
behavior  of  those  who  work  with  children  in 
hospitals.  Data  were  gathered  on  specific  groups 
of  hospital  personnel.  Considerable  variation  in 
communicative  interaction  can  be  found  among 
the  various  groups  observed.  The  observed  po- 
tential effects  of  each  group’s  communicative 
interactions  with  hospitalized  children  have  been 
reported  and  discussed.  Also,  note  has  been 
made  of  patients’  reactions  to  contacts  which  in- 
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volved  verbal  exchanges  and  to  contacts  which 
were  primarily  silent  encounters. 

The  intent  of  this  research  has  not  been  to 
draw  conclusions  or  make  judgments;  rather,  the 
information  provided  is  intended  to  be  descriptive, 
and  the  discussions  included  are  acknowledged 
to  be  preliminary  and  suggestive.  The  stability 
and  consistency  of  the  data  gathered  in  this  study, 
however,  argue  for  the  validity  and  reliability  of 
the  information  that  has  been  provided  about  the 
communicative  behavior  of  various  groups  of  hos- 
pital staff  members.  Variations  in  tasks  observed 
and  times  of  observations  prohibit  intra-hospital 
comparisons.  A lack  of  normative  data  prevents 
inter-hospital  comparisons.  Similar  research  in 
various  hospitals  is  needed  to  gain  a compre- 
hensive picture  of  staff-patient  communication. 

At  the  conclusion  of  this  study,  separate  meet- 
ings were  held  with  the  various  groups  of  hospital 
staff  members.  During  these  meetings,  the  groups 
were  shown  the  coding  data  which  had  been  com- 
piled for  their  group  and  the  data  compiled  for 
the  entire  staff. 

A study  of  Furst22  has  shown  that  such  feed- 
back meetings  can  improve  the  communication 
between  teachers  and  students,  but  the  design  of 
our  study  did  not  provide  the  means  for  deter- 
mining whether  staff-patient  communication  could 
be  similarly  affected.  Such  research  is  called  for; 
indeed,  the  effects  of  various  means  of  influencing 
communications  in  health  care  settings  deserve 
examination. 

The  system  employed  in  this  study  to  observe 
and  code  the  interactions  between  the  hospital 
staff  and  the  hospitalized  children  appears  to  us 
to  need  some  minor  modifications;  the  changes 
required  have  already  been  noted  elsewhere17 
The  modified  system  is  recommended  as  an  ef- 
fective and  reliable  means  of  obtaining  informa- 
tion about  staff-patient  communication,  which 
could  be  used  to  compile  normative  data  on  staff- 
patient  communication,  to  provide  pre-test  and 
post-test  data  for  measuring  the  effectiveness  of 
a communication  training  program,  and  to  stimu- 
late self  or  staff  examinations  of  communicative 
behavior. 

This  study  has  described  an  instrument  for 
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gathering  data  about  staff-patient  communication, 
has  provided  information  about  the  communica- 
tive behavior  of  various  groups  of  hospital  staff 
members,  and  has  identified  several  future  re- 
search projects.  The  most  important  value  of 
this  study,  however,  may  lie  in  its  potential  to 
stimulate  research  which  can  contribute  signifi- 
cantly to  humanizing  health  care  for  children. 


ACKNOWLEDGEMENT 

The  authors  gratefully  acknowledge  the  cooperation  of  Dr.  G. 
Dean  MacEwen,  Medical  Director  and  Surgeon-in-Chief  at  the 
A.  I.  duPont  Institute,  the  entire  staff,  and  Mrs.  Patricia  Alt, 
RN.  This  research  was  supported  in  part  by  a special  grant-in- 
aid  from  the  Office  of  Research  at  the  University  of  Delaware. 


REFERENCES 

1.  Blom  GE:  The  reactions  of  hospitalized  children  to  illness. 
Pediatrics  22:590-599,  1958. 

2.  Erickson  F : Stress  in  the  pediatric  ward.  Maternal-Child 

Nurs  J 2:113-116,  1972. 

3.  Fagin  CM:The  case  for  rooming  in  when  young  children  are 
hospitalized.  Nurs  Sci  2:324-333,  1964. 

4.  Jackson  K:  Psychologic  preparation  as  a method  of  reducing 
the  emotional  trauma  of  anesthesia  in  children.  Anesthesiology 
12:293-300,  1951. 

5.  Prugh  DG,  Staub  E,  Sands  HH,  et  al:  A study  of  the  emo- 
tional reactions  of  children  and  families  to  hospitalization  and 
illness.  Am  J Orthopsychiatry  23:70-106,  1953. 

6.  Chapman  AH,  Loeb  DG,  Gibbons  M J : Psychiatric  aspects  of 
hospitalizing  children.  Arch  Pediatrics  73:77-78,  1956. 

7.  Cooke  R : Effects  of  hospitalization  of  the  child  in  Haller 
JA  (ed) : The  Hospitalized  Child  and  His  Family,  Baltimore, 
John  Hopkins  Press,  1967.  pp  3-17. 

8.  Gellert  E:  Reducing  the  emotional  stresses  of  hospitalization 
for  children.  Am  J Occup  Ther  12:125^129,  155,  1958. 

9.  Altschuler  A : Books  that  help  children  to  deal  with  a hospital 
experience.  Washington,  DC:  US  Government  Printing  Office, 
US  Department  of  Health,  Education  and  Welfare,  1974. 

10.  Klinzing  DR,  Klinzing  DG:  Communicating  with  young  chil- 
dren about  hospitalization.  Communication  Educ  26:307-313, 
1977. 

11.  Melamed  BG,  Siegal  L J : Reduction  of  anxiety  in  children 
facing  hospitalization  and  surgery  by  use  of  filmed  modeling. 
J Consult  Clin  Psychol  43:511-521.  1975. 

12.  Vernon  DTA,  Bailey  WC:  The  use  of  motion  pictures  in  the 
psychological  preparation  of  children  for  induction  of  anesthe- 
sia. Anesthesiology  40:68-72,  1974. 

13.  Bowlby  J:  Separation  anxiety.  Int  J Psychoanal  41:89-113, 
1960. 

14.  Branstetter  E:  The  young  child’s  response  to  hospitalization: 
Separation  anxiety  of  lack  of  mothering  care.  Am  J Public 
Health  59:92-97,  1969. 

15.  Heinecke  CM:  Some  effects  of  separating  two-year-olds  from 
their  parents.  Human  Relations  9:105-176,  1956. 

16.  Wolfer  JA,  Visintainer  MS:  Pediatric  surgical  patients’  and 
parents’  stress  responses  and  adjustment  as  a function  of 
psychological  preparation  and  stress  point  nursing  care.  Nurs 
Res  24:244-255,  1975. 


Menswear 

and 

Haberdashery 

in  the 

professional 
manner  . . . 


MANSURE  G PRETTYMAN 

INC 

Stone  Hill  Rd.  & Augustine  Cut-Off 
Mon.,  Tues.,  Thurs.,  Sat.,  9:30  to  5:30 
Wed.  and  Fri.  9:30  to  9:00 

Visa  • Master  Charge  • WSFS 


17.  Klinzing  DR,  Klinzing  DG:  A preliminary  report  of  method- 
ology to  assess  the  communicative  interaction  between  hospital 
personnel  and  hospitalized  children.  Am  J Public  Health  67 : 
670-672,  1977. 

18.  Flanders  NA:  Analyzing  Teaching  Behavior.  Reading,  Mass, 
Addision  Wesley,  1970. 

19.  Visintainer  M,  Wolfer  J:  Psychological  preparation  for  sur- 
gical patients:  The  effects  on  children’s  and  parents’  stress 
responses  and  adjustment.  Pediatrics  56:187-202,  1975. 

20.  Hough  J,  Amidon  E:  Behavioral  Change  in  Pre-service  Teacher 
Preparation:  An  Experimental  Study.  Philadelphia,  College  of 
Education,  Temple  University,  1964. 

21.  Bondi  J : The  effects  of  interaction  analysis  feedback  on  the 
verbal  behavior  of  student  teachers.  Educ  Leadership  26: 
794-799,  1969. 

22.  The  effects  of  training  in  interaction  analysis  on  the  behavior 
of  student  teachers  in  secondary  schools,  in  Amidon  E,  Hough 
J (eds)  : Interaction  Analysis:  Theory,  Research  and  Appli- 
cation. Reading,  Mass,  1967,  pp  315-328. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES SM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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EMOTIONAL  NEEDS  OF  CHILDREN  IN  HOSPITALS 


Ruth  P.  Zager,  M.D. 


Children  hospitalized  because  of  accident,  ill- 
ness, or  for  surgical  procedures,  have  associated 
emotional  responses  and  needs  which  often  go 
unnoticed  or  unattended  for  a variety  of  reasons. 
The  body  of  knowledge  about  the  reactions  of 
children  and  their  families  to  hospitalization  and 
severe  illness  has  been  expanding  rapidly1-3  since 
the  seminal  work  of  Prugh  and  Spitz,4-5  yet  there 
are  still  many  difficulties  in  dealing  with  the 
effects  of  hospitalization  on  children. 

Medioal  and  surgical  personnel  may  be  ignorant 
of  or  insensitive  or  resistant  to  these  needs,  and 
psychiatric  personnel  may  be  inadequately  pre- 
pared to  deal  with  them.  The  dynamic  processes 
and  the  immediate  and  long-term  effects  of  hos- 
pitalization on  emotional  growth  and  development 
have  very  often  been  observed  clinically,6-7  but 
more  objective  measures  are  needed  for  evaluating 
the  psychological  status  of  sick  children  and  their 
families.  To  understand  what  happens  to  hos- 
pitalized children,  the  utilization  of  a develop- 
mental concept  is  helpful  as  it  enables  us  to  un- 
derstand that  all  children  have  certain  fears  (Table 
1 ) regarding  hospitalization,  but  respond  to  these 
fears  differently  depending  on  several  factors. 

What  are  the  important  factors  which  determine 
the  response  of  a particular  child  to  being  hos- 
pitalized? 

1)  The  status  of  the  child  before  hospitaliza- 
tion. His  age  and  developmental  stage,  and  his 
behavior  before  the  hospitalization  are  relevant. 
How  “normal”  has  the  child  been,  and  how  has 
his  relationship  been  with  family  members? 

2)  The  reason  for  the  hospitalization.  Its 
urgency  and  mode  of  onset  (eg,  trauma,  emer- 
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TABLE  1 

RESPONSE  TO  HOSPITALIZATION,  ILLNESS, 

OR  ACCIDENT:  FEARS 

1.  Separation/abandonment 

2.  Mutilation/castration 

3.  Loss  of  control 

4.  Helplessness 

5.  Alternation  of  body  image/disfigurement 

6.  Pain 

7.  Needles 

8.  Death 

gency,  parental  delay,  etc.)  and  acuteness  of  the 
illness,  and  whether  there  have  been  any  prior 
hospitalizations  are  significant. 

2)  The  severity  or  massiveness  of  the  stress 
associated  with  the  hospital  course.  Whether  it 
appears  to  be  finite,  definite,  and  under  control 
is  another  factor. 

4)  The  family  reaction  and  support.  The  de- 
gree of  parental  involvement  and  its  effect  on  the 
child,  the  presence  of  concomitant  family  stresses 
and  the  adaptation  efforts  of  the  family  also  play 
a part. 

Behavioral  Manifestations 

Having  taken  all  these  factors  into  considera- 
tion, what  kinds  of  responses  can  we  expect  to 
see?  Table  2 lists  the  commonest  behavioral 
manifestations.  Some  examples  will  be  given  to 
illustrate  these  effects. 

Regression  and  Withdrawal 

Patient  A illustrates  regression  with  almost 
complete  withdrawal. 

A 19-month-old  boy  with  mucopolysaccharide 
disease  sustained  an  accidental  injury  to  his  cer- 
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TABLE  2 

RESPONSES  TO  HOSPITALIZATION,  ILLNESS, 

OR  ACCIDENT:  BEHAVIORAL  MANIFESTATIONS 

1.  Regression 

a.  Complete  withdrawal,  unresponsiveness, 

fetal  position 

b.  Partial  withdrawal 

1 ) Emotional  flatness 

2)  Excessive  TV  viewing 

3)  Excessive  sleeping 

4 ) Refusal  to  eat 

c.  Excessive,  somewhat  driven-type  (motor) 

activity 

d.  Immature  behavior 

1 ) Clinging 

2)  Crying/whining 

3)  Sleeplessness 

4)  Increased  thumb  sucking 

2.  Excessive  dependency 

vical  vertebrae  and  underlying  cord.  He  was 
hospitalized  immediately,  and  became  increasingly 
immobilized  in  traction.  By  the  end  of  the  first 
month  of  hospitalization,  he  had  stopped  eating, 
smiling,  or  responding  in  any  way.  Withdrawn, 
regressed,  and  completely  helpless,  he  responded 
only  to  noxious  stimuli.  At  this  juncture,  his 
parents — who  previously  had  not  really  been  able 
to  cope  emotionally  with  their  child’s  illness-- 
became  extremely  worried  over  his  survival.  They 
now  agreed  to  immediate  psychiatric  intervention. 
These  efforts  began  with  measures  to  decrease 
his  helplessness  and  increase  his  control  over  his 
body  to  which  he  responded  quickly  and  posi- 
tively. 

Patient  B illustrates  regression  with  partial  with- 
drawal and  depression  in  an  adolescent. 

A 16-year-old  girl  had  received  multiple  ortho- 
pedic operative  procedures  to  her  back  for  con- 
genital scoliosis.  Although  concerned,  her  family 
could  visit  her  only  infrequently  in  the  hospital 
as  their  home  was  a very  long  distance  away. 
Immobilized  and  frequently  alone  in  her  room  for 
long  periods,  she  became  more  withdrawn  and 
cried  often.  She  openly  expressed  the  wish  to 
die  and  was  afraid  that  her  most  recent  hospital- 
ization represented  yet  another  operative  failure. 
She  spent  much  of  her  time  withdrawn  into  her 


fantasy  world  and  wrote  science-fiction  stories  in 
which  the  protagonist  was  always  abandoned  and 
destroyed. 

The  following  patients  were  children  who 
demonstrated  regression  with  much  motor  activity 
and  immature  behavior  as  their  primary  symp- 
toms. 

Regression  and  Immature  Behavior 

Patient  C was  a 14  Vz -year-old  male  hospitalized 
for  biopsy  of  a painless  neck  mass.  After  ad- 
mission, his  behavior  was  termed  “weird  and  un- 
controllable” by  the  nursing  personnel  on  the 
adolescent  unit.  They  described  him  as  running 
into  different  rooms  and  bathrooms,  hiding  under 
beds,  pushing  the  younger  children  and  refusing 
to  attend  to  staff  requests  and  instructions.  He 
was  from  a single  parent  family;  his  mother  visted 
him  only  at  night.  At  such  times,  she  seemed  to 
be  rather  demanding  of  the  patient;  for  example, 
she  expected  him  to  provide  her  with  a dinner 
tray. 

Patient  D was  a nine-month-old  male  with 
sudden  onset  of  bacterial  meningitis  who  was 
placed  in  isolation.  After  seven  days  of  intensive 
treatment  he  was  much  improved  medically,  but 
was  noted  to  be  constantly  crying.  He  manifested 
little  response  to  auditory  stimuli,  and  little  initial 
response  to  visual  stimuli.  When  alone,  he  lay 
in  a prone  position  staring  at  the  wall.  When 
anyone  appeared  near  his  crib,  he  would  cling, 
clutch,  and  grab  anyone  in  a non-discriminating 
manner. 


TABLE  3 

RESPONSES  TO  HOSPITALIZATION,  ILLNESS,  OR 
ACCIDENT:  PSYCHOPATHOLOGICAL  RESPONSES 

1.  Counterphobic 

2.  Obsessive-compulsive 

3.  Conversion 

4.  Depression 

5.  Identification  with  the  aggressor 

6.  Aggression/hostility 

7.  Nightmares/recurrent  disturbing  dreams 

8.  Sadism 

9.  Hypochondriasis 

10.  Unrelieved  anxety 
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Sometimes  the  response  of  the  child  is  so  strik- 
ing that  it  seems  to  fall  into  a clear  psychopatho- 
logical  category,  as  listed  in  Table  3.  The  next 
few  cases  illustrate  these  reactions. 

Psychopathological  Response 

Patient  E,  a 14-year-old  girl  with  idiopathic 
scoliosis,  had  been  immobilized  in  a body  cast 
for  several  weeks.  She  came  from  a chaotic  en- 
vironment, which  included  a broken  home  and 
a mother  with  recurrent  mental  illness.  She  be- 
came panic-stricken  over  her  next,  imminent 
surgical  procedure,  and,  postoperatively,  remained 
alone  in  her  darkened  room.  She  soon  developed 
a “paralysis”  of  her  right  leg  which  was  com- 
patible with  a conversion  reaction. 

Patient  F,  a 27-month-old  girl  was  admitted 
for  diagnostic  procedures  because  of  failure  to 
thrive.  She  came  from  a single  parent  family; 
she  had  one  four-year-old  sibling.  Her  mother 
was  delivered  of  another  baby  in  another  hospital 
while  the  patient  was  in  the  hospital,  thus  virtu- 
ally abandoning  the  patient,  who  did  not  gain 
weight  in  the  hospital,  seemed  sad  most  of  the 
time,  and  did  not  interact  with  any  personnel. 

Patient  G,  a nine-year-old  girl  was  admitted 
because  of  recurrent  urinary  tract  disease.  She 
was  very  angry  and  anxious  about  the  hospitaliza- 
tion and  the  procedure  to  be  done,  especially 
bladder  catheterization.  She  cried,  and  screamed, 
“I  hate  you”  at  her  doctors,  and  became  uncon- 
trollable when  she  was  to  be  catheterized.  She 
did  not  believe  her  doctors’  reassurance  about 
the  diagnostic  procedures.  She  was  outraged 
and  mortified  at  being  catheterized  with  male 
doctors  present.  She  saw  herself  as  not  very 
pretty  since  the  onset  of  her  illness. 

Following  psychiatric  intervention  and  the  use 
of  more  empathic  techniques  when  procedures 
were  to  be  performed,  she  managed  to  contain 
her  anxiety.  Three  months  later,  she  was  read- 
mitted for  further  urologic  procedures,  over  which 
she  verbalized  her  anxiety,  and  to  which  adapted 
well. 

Positive  Responses  to  Hospitalization 

On  the  other  hand,  there  can  be  positive  re- 
sponses to  hospitalization.  These  include  ego 
growth  and  mastery,  more  mature  behavior  (sub- 
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TABLE  4 

POSITIVE  RESPONSES  TO  HOSPITALIZATION, 
ILLNESS,  OR  ACCIDENT 

1 . Ego  growth;  mastery 

2.  More  mature  behavior  (sublimation,  etc.) 

3.  Development  of  meaningful  relationships  with 

adults,  peers,  etc. 

limation,  etc.),  and  development  of  meaningful 
relationships  with  adults,  peers,  and  others.  The 
next  cases  are  children  of  varying  ages  who 
demonstrated  those  reactions.  (Table  4) 

Patient  H,  a nine-year-old  boy,  was  admitted 
with  symptoms  of  a brain  tumor.  After  diagnos- 
tic studies  and  psychological  preparation,  a crani- 
otomy was  performed  eight  days  later.  A cranio- 
pharyngioma was  found  and  excised.  His  post- 
operative course  was  medically  uncomplicated, 
but  he  remained  uncommunicative  and  withdrawn 
for  several  days  postoperatively.  Then,  he  utilized 
dolls  to  enact  some  of  the  traumatic  events  he 
had  encountered.  Afterwards,  he  resumed  his 
socializing  activities  on  the  inpatient  unit. 

Subsequently,  he  was  readmitted  many  more 
times  over  the  next  three  years,  during  which 
time  three  more  craniotomies  were  performed  for 
tumor  recurrence  and  for  increasing  intracranial 
pressure.  With  each  subsequent  craniotomy,  he 
would  talk  about  the  procedure  beforehand. 
Afterwards,  he  would  recount  with  pleasure  how 
short  a time  he  had  been  non-ambulatory,  and 
how  rapidly  he  had  gotten  through  the  ICU. 

Patient  I,  an  11 -year-old  girl,  was  admitted 
for  diagnostic  studies  because  of  symptoms  sug- 
gestive of  a brain  tumor.  After  psychological 
preparation,  a craniotomy  was  done,  which  re- 
vealed an  optic  glioma  which  was  biopsied  but 
not  resectable.  After  the  craniotomy  wound  had 
healed,  radiation  therapy  was  instituted.  Pre- 
operative  psychological  preparation  and  post- 
operative interventions  enabled  the  patient  to 
discuss  her  feelings  about  her  illness.  After  her 
discharge  from  the  hospital,  she  returned  fre- 
quently to  visit  the  inpatient  unit  and  expressed 
an  interest  in  the  health  professions  as  a future 
vocation. 

The  coping  efforts  of  children  and  their  families 
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stressed  by  hospitalization  are  very  much  deter- 
mined by  the  previous  status  of  child  and  family, 
especially  the  developmental  stage  of  the  child,  by 
the  events  of  that  hospitalization.  Disturbed  be- 
havioral manifestations  that  these  children  dis- 
play may  sometimes  be  transient  and  frankly 
psychopathologic  and  may  be  helped  by  thera- 
peutic interventions.  The  children’s  responses 
are  multidetermined,  and  we  have  as  yet  no  way 
of  predicting  accurately  which  children  will  react 
in  which  specific  ways;  experience  and  clinical 
judgment  seem  to  be  the  best  aids  so  far.  There 
are  probably  also  many  more  children  with  ad- 
verse responses  which  go  unnoticed  because  the 
child’s  behavior  is  either  not  very  extreme  or  not 
very  active,  or  because  the  child  is  discharged 
quickly  from  the  hospital,  and  our  follow-up 
exams  usually  do  not  seek  out  these  reactions. 


The  ultimate  outcome  for  the  child  depends 
in  part  on  factors  preceding  admission,  but  is  also 
influenced  by  the  events  of  the  hospital  course, 
most  importantly,  the  involvement  of  the  child’s 
family  and  support  and  empathic  interventions 
of  the  physician  and  nursing  personnel. 
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TREATING  THE  LESBIAN  OR  GAY  PATIENT 


John  Whyte,  M.D. 
Lisa  Capaldini 


Introduction 

Homosexuality  has  been  discussed  with  open- 
ness in  the  last  decade,  but  lesbians  and  gay  men 
still  face  a number  of  problems  in  contemporary 
society  because  of  remaining  oppressive  attitudes 
of  large  segments  of  the  public. 

The  purpose  of  this  article  is  to  provide  some 
general  information  that  may  help  clarify  some 
of  the  common  misconceptions  about  homosexu- 
ality and  to  illustrate  some  of  the  ways  that  atti- 
tudes impair  the  doctor-patient  relationship  when 
the  patient  is  lesbian  or  gay.  Some  of  the  specific 
health  problems  related  to  sexual  orientation  are 
also  discussed.  The  goal  of  this  article  is  to  help 
heterosexual  physicians  improve  the  quality  of 
care  provided  to  lesbian  and  gay  patients. 

Identifying  the  Lesbian  or  Gay  Patient 

Kinsey’s  pioneering  studies  of  human  sexuality 
surprised  the  American  public  by  showing  that 
homosexual  activity  was  more  frequent  than  sus- 
pected by  most.  Thirteen  percent  of  men  were 
found  to  be  exclusively  or  predominantly  homo- 
sexual for  a significant  period  of  their  adult  lives, 
and  about  V6  to  V6  as  many  women.1  Many  more 
men  (37%)  had  at  least  one  homosexual  experi- 
ence in  adulthood.2  While  the  frequency  of 
homosexuality  is  probably  highest,  because  of 
migration,  in  “gay  ghettos”  of  large  cities,  Kinsey 
made  it  clear  that  his  statistics  cut  across  geo- 
graphic, class,  educational,  and  professional  lines.2 
For  example,  in  the  last  few  years,  several  groups 
of  lesbian  and  gay  physicians  that  collectively 
number  over  1000  members  have  formed. 

Dr.  Whyte  is  a Ph.D.  candidate  in  Psychology  at  the  University 
of  Pennsylvania.  He  recently  finished  his  term  as  co-ordinator  of 
Lesbian  and  Gay  People  in  Medicine,  a task  force  of  the  American 
Medical  Student  Association. 

Lisa  Capaldini  is  a medical  student  at  the  University  of  Cali- 
fornia in  San  Francisco,  California.  She  is  co-ordinator  of  Lesbian 
and  Gay  People  in  Medicine. 


It  is  clear  that  every  practicing  physician  treats 
lesbians  and  gay  men.  Why,  then,  are  so  few  of 
the  physicians  to  whom  we  have  talked  able  to 
identify  their  homosexual  patients?  One  reason 
is  that  sexual  minorities  are  invisible  minorities; 
only  a very  small  fraction  of  lesbians  and  gay  men 
fit  the  commonly-held  stereotypes  of  dress  and 
behavior.  The  rest  “pass”  as  heterosexual  in  the 
doctor’s  office  and  often  in  the  community  at 
large.  Many  are  married  as  well. 

Given  the  difficulty  in  identifying  lesbians  and 
gay  patients,  why  should  the  physician  bother  to 
do  so?  We  often  are  questioned  by  physicians, 
“Why  should  treating  a gay  patient  be  any  dif- 
ferent from  treating  a heterosexual  one?”  Phy- 
sicians frequently  say  to  us,  “A  patient’s  sexual 
behavior  is  of  no  concern  to  me  as  a physician,” 
or  “My  moral  beliefs  about  homosexuality  don’t 
affect  the  way  I treat  homosexual  patients.”  In 
the  following  sections  we  will  attempt  to  explain 
why  it  is  always  relevant  to  identify  a patient’s 
sexual  orientation,  and  how  this  can  be  done 
sensitively. 

The  Doctor/Patient  Relationship 

Lesbians  and  gay  men  have  a distressingly  ac- 
curate sense  of  double  jeopardy  regarding  their 
utilization  of  a health  care  system  that  has  a his- 
tory of  being  indifferent,  if  not  hostile,  toward 
their  needs.  If  they  do  not  disclose  their  sexual 
orientation  to  their  physicians,  they  may  subse- 
quently fail  to  impart  important  related  informa- 
tion necessary  for  their  medical  care.  If,  on  the 
other  hand,  they  do  choose  to  impart  this  informa- 
tion, they  often  risk  alienating  their  physicians, 
and  receiving  moral  pronouncements  or  insensi- 
tive care. 

Numerous  surveys  of  gay  and  lesbian  patients 


Del  Med  Jrl,  May  1980 — Vol  52,  No  5 


271 


T r eating  the  Lesbian  or  Gay  Patient — Whyte 


show  that  many  had  such  upsetting  confrontations 
with  their  physicians,  and  many  more  “pass” 
out  of  fear  that  they  will  do  so.3  5 Indeed,  the 
ever-increasing  number  of  lesbian  and  gay-run 
clinics  and  mental  health  centers  is  in  itself  testi- 
mony to  the  fact  that  large  numbers  of  homo- 
sexuals are  dissatisfied  with  the  quality  of  care 
they  have  received  from  traditional  sources. 

It  should  be  obvious  to  all  practicing  physicians 
that,  quite  apart  from  the  physician’s  technical 
skills,  the  quality  of  the  personal,  human  relation- 
ship between  doctor  and  patient  is  a large  determi- 
nant of  the  therapeutic  success  of  health  care. 
Numerous  studies  over  the  years  have  shown  that 
patients  are  more  likely  to  see  a physician  early 
in  the  course  of  a problem,  receive  preventive 
care,  given  pertinent  historical  information,  and 
comply  with  treatment  advice  when  they  feel 
understood  and  accepted  by  their  physicians.5'9 
Indeed,  the  most  frequently  voiced  complaint 
about  contemporary  health  care  in  general  is  that 
discontinuous,  technically-focused  health  man- 
agement fails  to  provide  a stable,  empathic, 
human  relationship  between  physician  and  pa- 
tient. 

More  recently,  the  importance  of  the  doctor- 
patient  relationship  has  been  discussed  in  rela- 
tion to  various  minority  groups,  including  racial, 
sexual,  occupational,  cultural,  and  class  minori- 
ties. Several  studies  have  documented  the  fact 
that,  despite  the  physician’s  ideal  of  equal  care 
for  all,  care  is  unequal  for  many  of  these 
groups.1014  Physicians  are  now  becoming  sensi- 
tized to  the  fact  that  patients  prefer  to  be  treated 
by  someone  with  whom  they  feel  comfortable,  and 
that  for  many  people  that  means  someone  with 
whom  they  identify  as  a member  of  their  own 
minority  group,  or  as  someone  openly  sensitive  to 
minority  issues. 

Undoubtedly  there  are  physicians  who  can 
bridge  the  gaps  of  race,  gender,  sexual  orientation, 
class,  or  culture,  and  truly  understand  and  accept 
diverse  kinds  of  patients.  But  it  is  more  difficult 
to  do  and  requires  more  conscious  effort  than 
communicating  with  a patient  one  perceives  as 
having  more  in  common  with  oneself.  Perhaps 
more  important  than  the  reality  of  the  physician’s 
attitudes  are  the  patient’s  perceptions.  Here  it  is 
clear  that  many  women  feel  more  comfortable 


with  female  physicians,  many  third-world  patients 
with  third-world  physicians,  and  so  on. 

These  considerations  apply  equally  well  to 
lesbians  and  gay  men.  In  both  obvious  and 
subtle  ways,  their  experience  growing  up  in  our 
society  is  different  from  the  experience  of  hetero- 
sexuals. The  ubiquitous  but  often  unacknowl- 
edged psychological  and  political  oppression  of 
homosexuals  has  created  a subculture  much  like 
some  ethnic  or  racial  subcultures.  Thus  a phy- 
sician’s success  in  treating  such  routine  com- 
plaints as  hypertension  in  a gay  man  or  a lesbian 
will  depend,  in  some  measure,  on  the  physician’s 
ability  to  project  an  attitude  of  understanding  and 
non-judgmental  acceptance  of  the  whole  patient 
including  his  or  her  sexual  orientation. 

Because  most  gay  men  and  lesbians  have  ex- 
perienced discrimination  in  some  form,  it  often 
takes  active  effort  on  the  part  of  the  physician  to 
overcome  the  patient’s  belief  that  “If  I reveal  my 
sexual  orientation,  he/she  will  give  me  poorer  care 
in  the  future.”  A physician’s  actively  manifested 
sensitivity  can  take  the  form  of  a posted  non- 
discrimination policy,  gay-related  health  informa- 
tion in  the  waiting  room  along  with  more  tradi- 
tional forms,  and  most  importantly,  open-ended 
interviewing  techniques. 

For  example,  one  can  ask  “Who  lives  at  home?” 
instead  of  “Are  you  married?”  One  can  give 
inclusive  preface  statements  for  certain  questions 
in  the  medical  history,  eg,  “If  you  should  get 
very  ill,  is  there  any  man  or  woman  who  is  par- 
ticularly important  to  you  whom  I should  involve 
in  your  care?”  Most  importantly,  every  physi- 
cian should  review  her  or  his  questions  to  see 
which  carry  the  subtle  message,  “I’m  only  think- 
ing in  heterosexual  terms,”  for  it  is  this  subtle 
message  that  discourages  honesty  in  lesbian  and 
gay  male  patients. 

Even  if  the  physician  has  managed  to  convey 
his  or  her  own  personal  comfort  with  the  subject 
of  homosexuality,  the  possibility  of  job  loss,  an 
adverse  family  reaction  (especially  if  the  patient 
is  married  or  a minor),  or  community  hostility 
should  the  information  “leak”  may  impair  open 
communication.  In  an  era  of  third  party  pay- 
ments and  public  assistance,  it  is  all  too  easy  for 
such  information  to  become  public.  Thus,  it  is 
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important  to  discuss  with  one’s  lesbian  and  gay 
patients  one’s  willingness  to  take  special  precau- 
tions to  protect  their  confidentiality. 

Support  Systems 

It  is  often  stressed  in  our  medical  education 
that  we  must  be  familiar  with  the  psychological, 
economic,  political,  and  social  forces  impinging 
on  our  patients’  lives.  All  of  these  factors  are 
relevant  to  the  processes  of  health  and  disease, 
both  as  they  reveal  stressful  conditions  which  im- 
pair health,  and  as  they  reveal  important  sources 
of  support  which  can  be  capitalized  upon  for  the 
promotion  of  health.  For  most  heterosexual  pa- 
tients, the  traditional  family  system  can  be  very 
important  as  a source  of  emotional  support  and 
as  a potential  source  of  emotional  stress.  Simi- 
larly, most  lesbians  and  gay  men  will  depend 
heavily  on  a lover  or  a network  of  friends  as  well 
as  on  relatives  in  times  of  illness. 

Relationship  difficulties  with  a lover  can  be  an 
important  stress  factor  detrimental  to  health. 
Economic  fears  related  to  job  discrimination 


against  lesbians  and  gay  men  may  be  another 
adverse  factor,  while  association  with  a network 
of  secure  and  supportive  fellow  employees,  aware 
of  one’s  sexuality,  may  be  an  important  positive 
factor. 

For  example, 

A 50-year-old  female  patient  is  in  the  hos- 
pital recovering  from  a myocardial  infarction. 
Her  most  frequent  visitor,  a woman,  takes  the 
physician  aside  and  asks  several  questions 
regarding  the  patient’s  prognosis  and  special 
needs  after  discharge.  The  physician  replies 
that  this  information  is  to  be  shared  only 
with  members  of  the  immediate  family. 

Too  often,  as  the  above  true  story  indicates, 
a person’s  homosexual  lover  of  many  years  is 
excluded  from  an  ICU  because  of  a “next  of  kin 
only”  policy  or  because  the  physician  is  not  even 
aware  of  the  existence  of  the  lover  as  an  important 
source  of  emotional  support. 

Physicians  must  ask  themselves  for  every  one 
of  their  patients,  “Do  I know  what  individuals  in 
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this  patient’s  environment  she/he  wants  included 
in  discussions  of  health  matters?” 

“Do  I have  a way  of  asking  that  does  not  force 
the  obvious  but  perhaps  insincere  responses  of 
the  patient’s  parents,  child,  or  sibling?”  “Could 
I educate  a patient’s  lover  as  I might  a spouse 
in  the  home  care  of  a terminally  or  chronically 
ill  patient?” 

Specific  Health  Problems  Related  to 
Sexual  Orientation 

There  are  three  specific  areas  of  health  care 
where  a patient’s  sexual  orientation  is  of  particu- 
lar concern:  gynecology,  psychiatry,  and  sexually- 
transmitted  diseases. 

Gynecology 

In  the  United  States,  the  primary  entry  point 
into  the  health  care  system,  for  women,  particu- 
larly for  low-income  women,  is  through  family 
planning  facilities.  Many  women  receive  all  of 
their  routine  gynecological  care  through  such 
clinics,  which  often  serve  as  points  of  referral 
for  other  health  needs.  Because  the  charters 
of  many  family  planning  clinics  are  clearly  aimed 
at  reproductive  matters,  staff  members  may  be 
required  to  refuse  care  to  women  who  do  not 
request  birth  control  devices.  Thus  lesbians  must 
either  “pass”  as  heterosexual,  take  home  a useless 
device,  and  refrain  from  discussing  sexual  matters 
of  real  concern  to  them,  or  face  the  possibility 
of  denial  of  service.  Staff  members  in  several 
such  clinics  whom  we  have  trained  found  this 
situation  of  having  to  encourage  dishonesty  ex- 
tremely frustrating.  One  clinic  has  begun  to  list 
lesbianism  as  a birth  control  method. 

Many  lesbians  refrain  from  getting  routine 
Pap  smears,  etc.  because  of  the  pressure  to  mas- 
querade as  heterosexual.  Either  family  planning 
clinics  must  develop  sufficient  flexibility  to  meet 
the  gynecological  needs  of  lesbians,  or  non-repro- 
ductive  oriented  clinics  suitable  for  low  income 
women  must  be  made  more  available  and  acces- 
sible to  them. 

Private  gynecologists  need  to  be  more  sensitive 
to  the  specific  informational  needs  of  lesbian 
patients.  Too  often,  gynecological  procedures  or 
treatments  carry  proscriptions  against  “sex”  or 
intercourse”  for  some  period  of  time  without  any 


description  of  what  specific  sexual  activities  are 
prohibited.  Although  this  is  often  also  of  con- 
cern to  heterosexual  women,  a lesbian  patient  may 
feel  less  comfortable  asking  her  physician  whether 
sexual  stimulation  of  all  kinds  is  contraindicated, 
or  only  penetration.  We  have  been  contacted 
several  times  for  information  of  this  kind  by 
lesbians  who  had  not  been  given  detailed  informa- 
tion and  were  afraid  to  ask  for  it  in  the  face  of 
clear  heterosexual  assumptions. 

Artifical  insemination  is  increasingly  an  issue 
among  obstetricians-gynecologists  dealing  with 
lesbian  patients.1517  Many  lesbians  wish  not  only 
to  raise  children,  but  also  to  give  birth.  These 
women  may  consult  an  obstetrician-gynecologist 
for  artificial  insemination  and  prenatal  care  of 
the  pregnancy,  but  often  if  they  are  honest  about 
their  personal  lives,  they  will  be  deemed  unfit 
candidates  by  the  physicians.  Several  publica- 
tions directed  at  lesbians  have  recently  appeared 
which  tell  them  how  to  artificially  inseminate 
themselves  because  of  the  lack  of  cooperation 
they  have  received  from  physicians.15  The  phy- 
sician’s role  in  artifical  insemination  has  always 
been  somewhat  of  an  anomaly:  it  requires  no  test 
of  fitness  to  become  pregnant  naturally,  but 
physicians  for  some  time  have  been  exercising 
judgment  over  the  “appropriateness”  of  candi- 
dates for  insemination.  While  some  physicians 
may  have  difficulty  in  accepting  lesbian  mother- 
hood as  a legitimate  alternative,  there  are  no  data 
to  suggest  either  that  lesbians  differ  from  hetero- 
sexuals in  their  parenting  skills,  or  that  their  life- 
style is  a determinant  of  their  offsprings’  sexual 
orientation.18'19  More  importantly,  lesbians  will 
have  children  by  any  of  a variety  of  available 
means;  the  decision  of  the  physician  is  whether 
they  must  do  so  with  or  without  adequate  health 
screening  and  prenatal  care. 

Psychiatry 

Lesbians  and  gay  men  present  with  the  same 
general  categories  of  psychiatric  problems  as  do 
heterosexual  patients:  depression,  relationship 

problems,  drug  and  alcohol  abuse,  anxiety,  etc. 
There  is  rarely  a direct  relationship  between  the 
client’s  presenting  problem  and  his  or  her  sexual 
orientation;3  studies  of  non-psychiatric  popula- 
tions of  lesbians  and  gay  men  have  shown  no 


274 


Del  Med  Jrl,  May.  1980 — Vol  52,  No  5 


Treating  the  Lesbian  or  Gay  Patient — Whyte 


differences  in  their  rates  of  psychiatric  symptoms 
from  the  rates  in  heterosexuals.20’22  A therapist 
who  invents  a relationship  between  the  psychiatric 
complaint  and  the  patient’s  sexual  orientation  will 
further  erode  the  patient’s  self-image  by  implying 
an  additional  problem,  and  will  be  perceived  as 
insensitive  to  the  real  concern  of  the  patient. 

Some  lesbians  and  gay  men  do  present  to  a 
psychiatrist  with  their  sexual  orientation  as  their 
chief  complaint.  Most  often  a patient  just  dis- 
covering her/his  homosexuality  may  be  fearful 
and  anxious  about  the  implications  of  that  dis- 
covery and  will  request  “conversion”  to  hetero- 
sexuality. Sometimes  a patient,  after  a painful 
breakup  with  a lover  seeks  conversion  to  hetero- 
sexuality in  the  belief  that  the  pain  of  breaking 
up  is  specific  to  homosexual  relationships.  In 
both  of  these  types  of  patients,  the  myths  and 
stereotypes  that  underlie  a patient’s  wish  to  change 
need  to  be  non-judgmentally  explored.  After 
all,  even  lesbians  and  gay  men  grow  up  learning 
a wealth  of  distorted  information  about  homo- 
sexuality which  our  culture  presents  (eg,  homo- 
sexuals are  mentally  ill,  are  child  molesters,  are 
incapable  of  stable  relationships,  concerned  only 
about  sex,  unsuited  for  certain  trades,  sinful, 
etc.).  It  is  not  surprising  that  some  of  these 
attitudes  are  incorporated  into  the  self-concepts 
of  lesbians  and  gay  men.  In  treating  such  a pa- 
tient it  is  important  to  find  out  what  it  is  about 
the  possibility  of  being  a homosexual  which  is 
so  threatening.  If  it  is  the  fear  of  transient  rela- 
tionships and  loneliness,  it  may  be  helpful  to  refer 
the  patients  to  a lesbian  or  gay  social  group  where 
they  can  meet  couples  with  long  and  successful 
relationships.  If  it  is  the  fear  that  their  profes- 
sional future  will  be  ruined,  they  can  be  referred 
to  lesbian  and  gay  caucuses  within  almost  any 
of  the  professional  associations  (including  the 
American  Psychiatric  Association)  to  see  how 
others  have  handled  professional  pressures. 

If  it  is  religious  guilt,  referral  to  a gay  religious 
group  within  the  Catholic  or  Episcopal  or  other 
Protestant  churches  is  possible,  as  is  referral  to 
a gay  synagogue,  where  they  can  learn  how 
others  in  their  situation  have  coped  with  conflict 
in  their  religious  beliefs. 

What  such  patients  often  need  far  more  than 
psychiatric  treatment  is  exposure  to  the  rational 
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alternatives  for  building  a happy  and  fulfilling 
life  available  to  someone  in  their  situation.  This 
is  particularly  true  when  one  considers  the  poor 
rate  of  “success”  of  any  of  the  available  “con- 
version” techniques.14 

Lesbians  and  gay  men  have  often  been  turned 
away  when  seeking  therapy  for  sexual  dysfunc- 
tions.14 Recently,  Masters  and  Johnson  have 
shown  that  the  techniques  developed  to  treat 
sexual  dysfunction  in  heterosexuals  are  equally 
applicable  to  homosexuals,14  and  it  is  to  be  hoped 
that  more  sex  therapists  will  now  be  willing  to 
counsel  lesbians  and  gay  men  with  such  dysfunc- 
tions. 

Sexually  Transmitted  Disease 

A 35-year-old  single  man  consults  his  physi- 
cian because  he  feels  he  may  have  gonorrhea. 
When  asked  why  he  thinks  he  is  infected,  he 
says  that,  although  he  himself  has  no  symp- 
toms, his  partner  has  noticed  a discharge. 
The  physician  responds  that  it  may  not  be 
gonorrhea,  since  in  a woman  a discharge 
doesn’t  necessarily  represent  gonorrhea.  The 
physician  offers  to  culture  the  patient’s 
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urethra  to  be  certain,  however.  The  patient’s 

anal  infection  goes  untreated. 

Many  physician’s  knowledge  about  sexually 
transmitted  diseases  in  the  lesbian  and  gay  male 
communities  is  incomplete  or  out-of-date.  Few 
doctors  are  aware  that  venereal  disease  is  virtually 
nonexistent  among  women  who  are  exclusively 
lesbian.  Many  physicians  are  also  unaware  of 
the  differences  in  symptoms,  prevalence,  and 
treatment  of  venereal  diseases  among  gay  as  op- 
posed to  heterosexual  men.  This  ignorance  can 
be  traced  to  many  factors,  including  inadequate 
education.  Additional  important  factors  are  the 
lack  of  adequate  research  on  sexually  transmitted 
diseases  differentiated  by  sexual  orientation,  and 
the  fact  that  gay  patients  who  “pass”  as  hetero- 
sexual make  the  detection  of  disease  patterns 
specific  to  gays  difficult. 

Sexually  transmitted  diseases  among  urban  gay 
men  have  received  considerable  attention  recently. 
Such  diseases  seem  to  be  more  common  among 
gay  men  for  several  reasons:  greater  frequency 
of  anal  intercourse  and  oral-anal  contact  than 
among  heterosexuals,  greater  number  of  sexual 
partners  among  some  segments  of  the  gay  male 
population  than  among  many  heterosexuals, 
greater  difficulty  in  tracing  contacts  fearful  of 
homosexual  identification,  greater  incidence  of 
asymptomatic  disease,  and  fear  of  the  health  care 
system.23  Every  physician  needs  to  develop  sensi- 
tive ways  of  taking  a sexual  history  from  anyone 
who  might  have  a sexually  transmitted  disease, 
as  the  above  vignette  illustrates. 

Even  married  patients  may  have  homosexual 
contacts,  so  it  is  important  to  phrase  all  questions 
in  an  open-ended  way.  For  example,  one  might 
say,  “Gonorrhea  may  infect  different  parts  of 
your  body  depending  on  what  kind  of  sexual 
behavior  you  engage  in.  I need  to  culture  the 
parts  that  might  be  infected.  Shall  I culture 
your  throat?  Your  penis?  Your  rectum?”  The 
clinical  relevance  of  this  question  is  especially 
clear  for  gonorrhea  as  traditional  ampicillin/pro- 
benecid  therapy  is  inadequate  for  anorectal  or 
pharyngeal  infection.  Treatment  aimed  solely 
at  penile  infection  not  only  may  fail  to  cure  the 
patient,  but  also  may  result  in  a false  sense  of 
security  in  an  asymptomatic  individual  who  is 
actually  infected. 
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Because  of  the  frequency  of  asymptomatic  in- 
fection, patients  who  are  sexually  active  with 
mutiple  partners  should  be  encouraged  to  obtain 
routine  gonorrhea  cultures  and  syphilis  serologies 
three  or  four  times  a year,  regardless  of  symptoms 
and  known  exposures.  At  present,  too  often, 
asymptomatic  but  concerned  patients  are  made  to 
feel  they  are  wasting  the  physician’s  time  or  per- 
haps receive  a lecture  about  the  price  they  must 
pay  for  their  “sinful  lifestyle.”24  Such  an  ap- 
proach will  do  little  to  change  sexual  patterns, 
but  much  to  alienate  patients  from  available 
disease  prevention  options. 

Sexually  active  urban  gay  men  are  at  risk  for 
syphilis,  gonorrhea,  and  non-gonococcal  ureth- 
ritis, transmitted  anally  and  orally,  but  they  are 
also  at  risk  for  an  increasing  number  of  newly 
recognized  sexually  transmitted  diseases.  Hepa- 
titis B,  and  hepatitis  non  A/non  B have  both 
been  demonstrated  to  be  much  more  common 
among  urban  gay  men  than  their  heterosexual 
counterparts.  Gastrointestinal  diseases  such  as 
amebiasis,  giardiasis,  salmonellosis,  and  shigel- 
losis have  also  made  their  way  into  the  gay  male 
community.25’27 

All  of  these  diseases’  sexual  spread  would  have 
been  apparent  much  sooner  if  physicians  had 
been  aware  of  their  patients’  homosexuality  as 
the  common  thread  linking  several  cases  of  “food 
poisoning,”  or  “tropical  parasites.”  In  fact,  most 
of  these  diseases  have  been  initially  reported  by 
physicians,  some  gay  themselves,  who  specialize 
in  the  treatment  of  gay  men.  Any  disease  which 
can  be  spread  by  fecal-oral  contamination  is  a 
potentially  sexually  transmitted  disease  for  sexu- 
ally active  gay  men.  Physicians  should  keep 
abreast  of  current  research  on  these  gay-related 
diseases,  for  reports  of  health  risks  usually  ap- 
pear in  the  gay  press  before  they  command  the 
attention  of  the  medical  establishment.  Only  by 
knowing  epidemiological  risks  and  the  particular 
patterns  of  sexual  activity  engaged  in  by  each 
patient,  can  a physician  give  optimal  treatment 
when  disease  occurs,  give  optimal  prevention  ad- 
vice, and  adequately  insure  the  appropriate  care 
of  exposed  contacts. 

Conclusion 

We  hope  we  have  provided  an  inclusive  per- 
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spective  on  the  special  needs  of  the  lesbian  or 
gay  male  patient,  both  in  terms  of  general  sensi- 
tivity to  the  patient  as  a whole  person,  and  in 
terms  of  specific  medical  problems.  A recent 
survey  of  physicians  demonstrated  that  most  phy- 
sicians acknowledge  their  lack  of  training  about 
sexuality  in  general,  and  about  homosexuality  in 
particular.  In  addition,  many  admitted  discom- 
fort in  dealing  with  gay  patients.  Yet  the  over- 
whelming majority  rejected  the  option  of  referral 
of  gay  patients  to  more  sympathetic  physicians.28 
This  may  reflect  an  unrealistic  attitude  about  the 
ability  to  separate  one’s  comfort  with,  sensitivity 
toward,  and  acceptance  of  one’s  gay  patients 
from  one’s  ability  to  effectively  treat  them.  (“I 
may  not  like  them,  but  I can  treat  them.”) 
Many  lesbians  and  gay  men  will  choose  to  go  to 
the  increasing  numbers  of  openly  gay  or  lesbian 
physicians  where  they  can  count  on  an  accepting 
and  non-judgmental  atmosphere.  Clearly,  how- 
ever, this  is  not  an  option  for  all.  We  believe 
it  is  the  responsibility  of  all  physicians  to  educate 


themselves  about  homosexuality,  develop  sensi- 
tivity to  the  special  needs  of  lesbians  and  gay 
men,  and  make  an  active  effort  to  project  an 
accepting  attitude  to  the  patient.  We  make  the 
following  recommendations  to  physicians: 

1 . Count  how  many  lesbians  or  gay  patients  you 
have.  If  your  count  is  substantially  less 
than  10%  of  your  practice,  this  does  not 
imply  that  you  have  few  homosexual  pa- 
tients, but  rather  that  your  patients  are  not 
yet  comfortable  in  disclosing  their  sexual 
orientation  to  you. 

2.  Examine  your  own  emotions,  attitudes,  and 
knowledge  about  homosexuality.  Evaluate 
your  level  of  awareness  and  comfort  in 
dealing  with  gay  and  lesbian  health  issues 
by  considering  how  you  would  deal  with 
some  of  the  following  situations:  a lesbian 
who  wants  to  discuss  her  difficulty  reaching 
orgasm  with  her  partner;  a gay  man  with 
giardiasis  who  wants  to  know  which  of  his 
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Survey  shows  significant  cor- . 
relation  between  comprehension 
ch,  and  compliance 
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A study  of  compliance  patterns 
reveals  that  more  than  6 out  of  10 
choh  patients  made  errors  in  self- 
_Ki/  administration  of  prescribed 
medication,  largely  due  to  lack 
of  comprehension.* 
Misunderstanding  of  directions  resulted 
in  discrepancies  in  dosage  sched- 
ules as  well  as  in  length  of  therapy. 
Since  evidence  suggests  that  expanded  verbal  instruc- 
tions may  encourage  compliance,  the  patient  receiving 
Valium  can  benefit  from  your  explanation  of  the  dos- 
age regimen,  what  response  to  expect  from  therapy 
and  when  to  expect  it. 

What  Valium 

(diazepam/Roche)  Can  do 

Your  patients  should  know  that 
1)  you  are  prescribing  Valium  as  an 
adjunct  to  an  overall  program  for  the 
treatment  of  anxiety,  and  2)  Valium 
is  given  to  relieve  the  symptoms  of 
excessive  anxiety  and  psychic  ten- 
sion while  you  help  the  patient  to 
explore  and  deal  with  the  underlying 
cause  of  his  psychic  tension. 

Patients  often  interpret  mani- 
festations of  anxiety,  such  as  palpita- 
tions, hyperventilation,  fatigue  and 
muscle  tension,  as  symptoms  of  a 
serious  disease.  However,  when  they 


learn  that  these  symptoms  can  be  relieved  by  Valium 
therapy,  patients  can  more  readily  understand  the 
psychosomatic  origin  of  their  symptoms  and  to  accept 
the  nonpharmacologic  measures  you  may  recommend. 

The  time  you  devote  to  these  explanations  can  be 
a therapeutic  measure  in  itself.  Most  anxious  patients 
respond  to  and  benefit  from  a frank  discussion  with  an 
objective,  sympathetic  professional. 

At  the  start  of  treatment,  establishing  therapeutic 
goals  helps  the  patient  to  learn  what  to  expect  and 
when  to  expect  it.  Patients  should  also  be  informed 
that  the  medication  will  be  gradually  reduced  and  dis- 
continued upon  attainment  of  the  therapeutic  goal. 

Tapering  of  dosage  is  rarely  necessary  in  short- 
term therapy,  but  when  consistently  higher  doses 
are  used  for  extended  periods,  patients  should  know 
that  the  gradual  reduction  of  medication  will  be 
implemented  in  order  to  avoid  sudden  recurrence  of 
symptoms  or  possible  withdrawal  symptoms. 

Such  recurrence  is  unlikely  when 
the  causes  of  the  anxiety  have  been 
worked  out  satisfactorily  within 
your  overall  treatment  program. 

What  Valium 

(diazepam/Roche)  Can't  do 
It  should  be  emphasized  that  there  is 
no  “magic”  in  any  antianxiety  tablet; 
that  medication  is  not  prescribed 
as  a problem  solver.  Instead,  Valium 
is  being  prescribed  as  a temporary 
measure  to  relieve  symptoms 
generated  by  excessive  anxiety  and 
psychic  tension. 
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Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  associated  with  anxiety  disorders,  transient  situa- 
tional disturbances  and  functional  or  organic  disorders;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprenhension,  fatigue,  depressive  symptoms,  or  agita- 
tion; symptomatic  relief  of  acute  agitation , tremor,  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders;  athetosis;  stiff- 
man  syndrome;  convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more  than  4 
months,  has  not  been  assessed  by  systematic  clinical  studies.  The  physician  should 
periodically  reassess  the  usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma;  may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive  disorders, 


possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use  and  excessive  doses.  Infre- 
quently, milder  withdrawal  symptoms  have  been  reported  following  abrupt  discontinua- 
tion of  benzodiazepines  after  continuous  use,  generally  at  higher  therapeutic  levels,  for 
at  least  several  months.  After  extended  therapy,  gradually  taper  dosage.  Keep  addic- 
tion-prone individuals  under  careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence. 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider  care- 
fully pharmacology  of  agents  employed;  drugs  such  as  phenothiazines,  narcotics, 


Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Tension,  anxiety  and 
psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed:  adjunctively  in  skeletal  muscle  spasm, 

2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2'/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children . 1 to  2'/2  mg  t.i.d.  or  q.i.d.  initially, 
increasing  as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg,  5 mg  and  10  mg — bottles  of  100 
and  500:  Tel-E-Dose®  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes 
of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50,  available  in  trays 
of  10. 


x Roche  Laboratories 
ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 
x Nutley,  New  Jersey  07110 


barbitu  - 
rates.  MAO 
inhibitors  and 
other  antidepres- 
sants may  potentiate 

its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation 


Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these  occur,  discontinue  drug.  Isolated  reports 
of  neutropenia,  jaundice,  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Practical  pointers  on  taking 
antianxiety  medications 

do’s  Patients  should  be  instructed  to  keep  to  their 
dosage  schedule  exactly  as  prescribed.  If  they  miss  a 
dose,  they  should  not  try  to  make  it  up  by  taking  two 
doses  the  next  time.  Ask  them  to  contact  you 
promptly  if  they  experience  worrisome  side  effects. 
Explain  that  drowsiness  is  a 
common  reaction  to  almost  all 
calming  agents,  but  that  it  usually 
subsides  in  a few  days.  Urge  the 
patient  to  contact  you  for  a possi- 
ble dosage  adjustment  if  drowsi- 
ness or  other  reactions  persist. 

Just  as  you  request  a 
complete  list  of  all  medications 
the  patient  is  taking,  suggest  that 
this  list  be  given  to  any  other  phy- 
sician treating  her/him. 

Like  all  medicines,  Valium 
should  be  kept  out  of  reach  of 
children  and  young  people.  Old 
or  unused  medication  should  be 
discarded. 

and  don’ts  Since  drowsiness  is  an  occasional 
problem,  patients  should  be  advised  against  driving  or 
operating  hazardous  machinery  until  they  see  how  the 
medication  affects  them.  They  should  also  know  that 
tranquilizers  increase  the  effects  of  alcoholic  beverages, 
which  should  therefore  be  avoided.  Also,  warn  patients 
against  simultaneous  use  of  drugs  that  depress  the 
central  nervous  system,  particularly  sedative  hypnotics. 

Patients  should  be  aware  of  the  importance  of  not 
sharing  their  medications  with  friends  and  neighbors; 
they  should  know  that  what  you  have  prescribed  for 
them  may  be  contraindicated  for  others. 

"W-  y # 2-mg,  5-mg,  10-mg  scored  tablets 

Valium® 

diazepam/Roche 

An  important  adjunct  to  your 
treatment  program  for  excessive 
psychic  tension 
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partners  need  to  be  told  and  what  he  should 
tell  them;  a pregnant  lesbian  who  wants  to 
have  her  partner  present  at  the  delivery;  a 
gay  man  who  is  depressed  and  confused  by 
his  lover’s  decision  to  move  to  another  city 
for  job-related  reasons  and  the  patient  does 
not  know  whether  to  accompany  him;  a 
lesbian  who  wants  to  know  after  a cervical 
biopsy,  what  sexual  activities  are  off  limits. 

3.  If  you  are  short  on  factual  knowledge  about 
homosexuality,  consider  some  of  the  up-to- 
date  references  included.  Consider  locating 
the  nearest  lesbian  and  gay  resources  in 
your  area,  both  for  your  personal  education 
and  for  possible  referrals  for  patients.  Con- 
sider inviting  lesbian  and  gay  speakers  to 
your  hospital  or  medical  association.  (Speak- 
er’s bureaus  are  available  through  both 
Lesbian  and  Gay  People  in  Medicine  and 
The  Eromin  Center;  see  resource  list.) 

4.  Most  importantly,  be  aware  of  your  own 
limitations  and  be  prepared  if  necessary  to 
refer  a gay  patient  or  friends  or  relatives 
of  gay  or  lesbian  patients  to  physicians  or 
community  resources  where  they  may  feel 
more  comfortable.  Be  receptive  to  educa- 
tional efforts  from  your  homosexual  patients 
themselves. 

APPENDIX 

I  Readings  on  Lesbian  and  Gay  Issues 

General:  Clark  D:  Loving  Someone  Gay.  Signet  Paperbacks, 
1977 

Martin  D,  Lyon  P:  Lesbian/  Woman.  Bantam  Books 
Paperback,  1972 

Silverstein  C:  A Family  Matter-.  A Parent’s  Guide  to 
Homosexuality.  McGraw-Hill,  1977 

Weinberg  G:  Society  and  the  Healthy  Homosexual, 
St.  Martins,  1972 

Health 

Related:  Fenwick  RD:  The  Advocate  Guide  to  Gay  Health. 
Dutton,  1978 

Messer  HD:  The  Homosexual  as  Physician,  in  Hu- 
man Sexuality.  A Health  Practitioners’  Text, 
Green,  R (ed)  Williams  & Wilkins,  1975 
O’Donnell  M,  Pollock  K,  Leoffler  V,  Saunders  Z: 
Lesbian  Health  Matters!  Santa  Cruz  Women’s 
Health  Collective.  Santa  Cruz,  California,  1979 

Whyte  J:  Sexually  Transmissible  Diseases— Inf orma- 
tion  for  Gay  Men.  Pennsylvania  Department  of 
Health,  August  1979 

II  Organizational  Resources  for  Lesbians  and  Gay  Men 

The  following  resources  are  in  the  Philadelphia  area  (area 
Code  215)  but  can  make  referrals  to  local  Delaware  Agencies 
in  many  instances.  Only  the  most  general  resources  are  listed. 
These,  in  turn,  can  give  information  about  more  specialized 
religious,  health-related,  or  social  organizations. 
Counseling/Information/Switchboard : 

The  Eromin  Center,  Inc.,  1735  Naudain  Street,  Philadelphia, 
Pennsylvania  19146  (215:  732-3212)  Professional  counsel- 
ing service  for  sexual  minorities.  Personal,  couples,  and 
group  counseling  available  on  a sliding-fee  basis.  Refer- 
rals to  other  agencies.  Excellent  speaker’s  bureau  pro- 
vides training  on  sexuality  and  health-related  issues. 
Sisterspace  Lesbian  Hotline,  (215:  222-5110)  Telephone 


counseling  and  information  service.  Operates  regularly 
on  Monday,  Tuesday,  and  Thursday  evenings,  and  ir- 
regularly at  other  times. 

Gay  Switchboard  of  Philadelphia,  (215:  928-1919)  Telephone 
counseling  and  information  on  activities  and  community 
resources.  Every  evening  from  6:00  P.M. 

Ill  Social  Organizations/Bookstores 

Gay  Community  Center  of  Philadelphia,  326  Kater  Street 
(near  4th  & South)  Mailing  address:  Box  15748,  Phila- 
delphia, ^Pennsylvania  19103  (215:  922-1623).  Offers 

weekly  “rap  sessions”  for  gay  men,  support  groups  for 
bisexual  and  gay  married  men,  and  meeting  space  for  a 
variety  of  other  community  events.  Open  every  day. 

Giovanni’s  Room,  12th  and  Pine  Streets,  Philadelphia,  Penn- 
sylvania (215:  923-2960).  One  of  the  largest  gay  and 
feminist  bookstores  in  the  nation,  offering  most  publica- 
tions and  books  on  lesbian  and  gay-related  topics. 

Lesbians  and  Gay  People  in  Medicine,  c/o  A.M.S.A.,  14650 
Lee  Road,  P.O.  Box  131,  Chantilly,  Virginia  22021. 
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ALL  REALLY  GREAT  LIES  ARE  HALF  TRUE 

The  proposition  that  good  is  preferable  to  evil 
is  for  most  of  us  an  axiom,  a self-evident  truth. 
Not  so  evident,  however,  is  what  is  good  and  what 
is  bad.  This  lack  of  consensus  exists  for  a wide 
range  of  issues — political,  social,  and  personal— 
as  a glance  at  the  morning  paper  will  show. 

If  costs  can  be  totally  equated  with  bad  and 
benefits  with  good,  then  cost-benefit  analysis  of 
medical  research  would  appear  equally  axiomatic. 
Government  and  private  sources  of  research 
money  are  increasing  asking,  “In  what  way  will 
your  project  contribute  to  our  ability  to  prevent 
or  treat  human  disease?”  And  because  good  is  so 
obviously  preferable  to  bad,  to  question  cost- 
benefit  analysis  appears  as  illogical  as  questioning 
motherhood. 

Questioning  motherhood,  however,  may  not  be 
so  illogical  if  you  are  14,  unmarried,  and  seven 
months  pregnant.  Similarly,  there  are  two  fatal 
flaws  in  the  current  demand  for  cost-benefit  anal- 
ysis. First,  it  is  increasingly  demanded  of  individ- 
ual projects,  rather  than  a research  as  a whole. 
Second,  while  benefits  are  benefits  the  costs  in- 
curred may  have  redeeming  features— that  is, 
they  may  not  be  wholly  bad. 

The  first  question  is  that  of  the  part  and  the 
whole.  The  discovery  of  effective  polio  vaccines 
saves  the  US  community  more  each  year  than  the 
entire  medical  research  budget;  this  takes  care  of 
the  globial  question.  But  it  is  still  asked  about 
your  project,  and  mine.  “If  $50,000  is  invested, 
can  you  show  us  conclusively  and  prospectively 
how  we  will  save  $100,000?” 

Since  the  milestone  study  by  Comroe  and 

Dripps  of  the  scientific  basis  for  the  support  of 
biomedical  research,*  such  a question  appears 
increasingly  naive.  Effective,  safe,  corrective 
open  heart  surgery  involves  the  application  of 
findings — more  often  than  not  of  basic,  undirected 
research— in  a staggering  range  of  fields.  Could 
Landsteiner  have  provided  a cost-benefit  justifi- 

•Julius  H.  Comroe,  Jr.,  and  Robert  D.  Dripps,  Science  192,  105 
(1976). 


cation  of  his  work  on  blood  groups,  on  the  basis 
that  one  day  it  would  be  crucial  for  cardiac  sur- 
gery? 

Second,  the  premise  that  the  cost  of  medical 
research  is  unrelievedly  bad  needs  careful  scrutiny. 
In  Western  societies  a very  small  percentage  of 
people  are  involved  in  primary  production  of  the 
necessities  of  life.  The  majority  work  in  occupa- 
tions that  are  “nonproductive”  in  this  sense— be 
they  service,  administrative,  or  creative.  In  Bang- 
ladesh, priorities  may  rightly  favor  skim  milk  over 
medical  research,  soybeans  over  symphonies;  we 
have  the  luxury  of  options. 

The  politician,  the  treasury  officials,  the  re- 
search worker — we  are  all  costs  on  the  public 
purse.  We  are  all  judged  to  be  more  or  less 
worthwhile  on  criteria  different  from  those  of 
subsistence  farmers  or  hunting-and-gathering  so- 
cieties. Financially,  the  doctor  may  be  better  off 
in  private  practice,  the  politician  back  in  his  law 
office,  the  treasury  official  in  a boardroom.  What 
keeps  you  in  the  laboratory  at  nights,  at  home 
writing  on  weekends,  is  not  cost-benefit  but  com- 
mitment. 

And  the  commitment  is  to  doing  something 
well,  not  saving  mankind.  The  pursuit  of  excel- 
lence— in  singing,  or  science,  or  whatever — is  the 
logical  extension  of  our  starting  axiom;  if  good  is 
preferable  to  bad,  then  we  should  strive  for  the 
best.  And  you  know,  and  the  politician  listening 
to  Joan  Sutherland  knows,  that  excellence  is  not 
just  its  own  reward. 

When  the  people  of  the  Ile-de-France  began 
building  Notre  Dame,  the  population  of  Paris  was 
35,000;  on  any  short-term,  dollar-and-cents  basis, 
they  needed  Notre  Dame  like  a hole  in  the  head. 
So  the  next  time  you  are  asked  for  a cost-benefit 
analysis  of  a particular  project,  think  of  polio, 
think  of  Landsteiner,  think  of  Notre  Dame — and 
innocently  inquire  of  your  questioner  if  he  has 
data  on  the  costs  and  benefits  of  cost-benefits 
analysis. 

—John  Funder,  President,  Australian  Society 
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INTERPRETING  MICROBIOLOGY  REPORTS: 
WHAT’S  STILL  NOT  POSITIVE  IN  A 
POSITIVE  CULTURE 

Frequently,  the  clinician  is  faced  with  the  de- 
cision whether  or  not  a positive  microbiology 
culture  report  is  clinically  significant — a decision 
made  even  more  difficult  when  the  organism  iso- 
lated is  of  a questionable  pathogenicity.  Patho- 
genicity, as  we  well  know,  is  a relative  term  and 
depends  on  the  status  of  an  infected  individual’s 
specific  and  non-specific  defense  systems.  All 
bacteria  can  cause  disease,  given  appropriate 
suppression  of  these  systems.  To  complicate  the 
decision  further,  bacteria  causing  many  infectious 
diseases  are  members  of  the  normal  body  micro- 
flora;  unless  contamination  of  the  specimen  can 
be  ruled  out,  the  isolation  of  a potentially  patho- 
genic organism  does  not  verify  it  as  a causative 
agent.  Several  factors  must  be  considered  in 
interpreting  culture  reports.  These  factors  de- 
pend upon  the  body  site  from  which  the  specimen 
was  obtained. 

Urinary  Tract 

Escherichia  coli  and  other  species  of  Entero- 
bacteriaceae,  normally  present  in  fecal  flora,  are 
responsible  for  most  urinary  tract  infections.  Since 
these  organisms  may  colonize  the  urethral  meatus 
or  vagina  iri  the  absence  of  disease,  their  isola- 
tion from  a urine  specimen,  unless  it  was  collected 
by  suprapubic  aspiration,  does  not  prove  involve- 
ment in  an  infectious  process,  but  the  quantity 
and  number  of  species  or  organisms  present  are 
a useful  guideline.  In  males  and  females  colony 
counts  of  106  colony  forming  units/ml  or  greater 
of  a single  species  usually  signify  infection  unless 
specimens  have  been  allowed  to  stand  at  room 
temperature.  Although  in  males  contamination 
by  urethra  flora  rarely  produces  counts  greater 
than  104,  in  females  contamination  by  vaginal 
secretions  can  produce  counts  as  high  as  105. 
Colony  counts  of  less  than  106  in  clean  catch 
urine  specimens  from  females,  therefore,  must  be 
interpreted  with  caution,  taking  clinical  symp- 
toms into  account  and,  whenever  possible,  re- 
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peating  cultures.  The  risk  of  contamination  in 
specimens  collected  by  catheterization  (not  to  be 
confused  with  an  indwelling  Foley)  is  similar 
to  that  in  males. 

Uncomplicated  urinary  tract  infections  are 
usually  caused  by  a single  species  of  bacteria; 
only  rarely  are  two  species  involved.  The  presence 
of  three  or  more  species  indicates  a contaminated 
specimen.  Upper  urinary  tract  infections  super- 
imposed upon  existing  renal  pathology  may  fre- 
quently involve  two  species  but  rarely  three  or 
more. 

Uncontaminated  clean  voided  urine  specimens 
can  be  obtained  if  proper  technique  is  followed; 
however,  this  requires  careful  instruction  of  a 
patient  capable  of  following  directions  and  often 
requires  participation  in  the  collection  process  by 
nursing  personnel.  If  these  conditions  cannot 
be  met,  a catheterized  specimen  is  preferred  since 
the  risk  of  contamination  is  greatly  reduced. 
Specimens  collected  by  suprapubic  aspiration  are 
believed  by  some  to  be  less  traumatic  to  the  pa- 
tient than  catheterization.  Any  organism  isolated 
by  this  technique  is  considered  clinically  signifi- 
cant. 

Respiratory  Tract 

With  few  exceptions,  organisms  producing 
bronchitis  or  pneumonia  are  derived  from  the 
flora  of  the  upper  respiratory  tract.  Since  the 
sputum  to  be  analyzed  must  first  pass  through 
the  upper  respiratory  tract,  one  must  determine 
whether  organisms  isolated  were  present  at  the 
site  of  infection  or  merely  added  during  the  pro- 
cess of  collection.  Patients  should  be  instructed 
to  rinse  mouths  with  water  and  to  spit  out  excess 
saliva  prior  to  collecting  the  specimen.  This 
should  be  followed  by  an  honest  attempt  to  cough 
up  sputum  from  within  the  lung  and  to  expectorate 
this  into  the  container  avoiding  the  addition  of 
saliva.  Again,  the  collection  of  an  appropriate 
specimen  requires  proper  instruction  of  the  pa- 
tient as  to  what  is  expected  of  him. 

Even  under  ideal  conditions,  sputum  specimens 
collected  by  expectoration  will  be  contaminated 
with  saliva.  The  following  observations  may  help 
to  differentiate  contaminants  from  causative 
agents: 

1)  Relative  quantities  present:  If  one  assumes 
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that  exudate  from  the  lower  respiratory  tract 
was  cultured,  the  organisms  present  in  this 
exudate  should  predominate  over  organisms 
added  as  contaminants. 

2)  Correlation  with  gram  stain:  If  one  assumes 
that  concentrations  of  organisms  large 
enough  to  be  detected  on  gram  stain  are 
present,  the  infecting  organisms  will  be 
uniformly  distributed  throughout  the  exu- 
date, identified  by  the  presence  of  mucous 
strands  and  polymorphonuclear  leukocytes. 
Although  many  species  of  organisms  cannot 
be  identified  by  morphology  or  gram  stain 
reaction,  some  species  commonly  produc- 
ing lower  respiratory  infections  have  defini- 
tive characteristics,  eg,  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  Klebsiella 
pneumoniae,  and  Staphylococcus  aureus. 

Close  correlations  of  information  obtained  from 
gram  stains  with  culture  data,  eg,  type  of  organism 
and  quantities  present,  increases  the  reliability  of 
any  interpretation. 

Superficial  Wounds 

The  exposed  surfaces  of  a superficial  wound 
are  commonly  colonized  or  contaminated  with 
endogenous  and  exogenous  microbiological  flora. 
These  organisms  may  predominate  on  culture  if 
care  is  not  taken  to  obtain  specimens  from  the 
depth  of  the  wound,  avoiding  surface  contamina- 
tion. It  is  often  difficult  to  avoid  superficial 
contamination  when  swabs  are  used.  For  this 
reason,  aspirated  specimens  are  preferred.  As  is 
the  case  with  sputum,  clues  to  both  the  adequacy 
of  the  specimen  and  the  causative  organisms  can 
be  obtained  from  gram  stain  smears.  Specimens 
containing  few  or  no  polymorphonuclear  leuko- 
cytes may  indicate  that  the  infected  area  was  not 
sampled  appropriately  or  that  an  infection  does 
not  exist;  organisms  present  in  the  absence  of 
polymorphonuclear  leukocytes  may  represent 
colonizing  flora.  A number  of  studies  have  been 
published  confirming  that  infected  tissues  usually 
contain  high  counts  of  the  organisms  involved. 
Four  out  of  five  wounds  with  colony  counts  of 
less  than  105  organisms  per  gram  of  tissue  will 
either  reject  a graft  or  fail  to  heal  on  primary 
closure.  It  is  recommended  that  biopsy  speci- 
mens be  obtained  from  extensive  wound  sur- 


faces such  as  bums  and  that  quantitative  cultures 
be  performed. 

Endometrial  and  Vaginal  Cuff  Cultures 

The  concentration  of  micro-organisms  present 
in  vaginal  secretions  is  of  approximately  the  same 
magnitude  as  that  present  in  saliva.  Furthermore 
bacteria  causing  endometritis  or  vaginal  cuff  in- 
fections are  usually  from  vaginal  flora.  Great  care 
must  be  taken  in  collecting  specimens  from  these 
infected  sites  to  avoid  contamination.  In  the  case 
of  a vaginal  cuff,  this  is  best  accomplished  by  de- 
contaminating the  exposed  surface  with  an  iodo- 
phor  or  suitable  disinfectant  followed  by  aspira- 
tion of  the  exudate  or  tissue  fluid  from  the  under- 
lying areas  using  a needle  and  syringe.  The 
specimen  may  then  be  transported  to  the  labora- 
tory in  this  syringe  after  expelling  entrapped  air 
and  capping  the  needle.  In  most  cases  it  is  im- 
possible to  collect  an  adequate  specimen  using  a 
swab.  For  this  reason,  the  laboratory  will  not 
accept  vaginal  cuff  specimens  collected  in  this 
manner  for  anaerobic  culture. 

A similar  situation  exists  for  the  collection  of 
endometrial  specimens  for  anaerobe  culture  and 
has  led  several  prominent  obstetricians  to  ques- 
tion the  value  of  these  cultures.  Even  under  ideal 
conditions,  contamination  with  vaginal  flora  may 
occur  complicating  the  interpretations  of  a posi- 
tive culture  report. 

Blood  Cultures 

Compared  with  the  cultures  discussed  above, 
blood  cultures  are  much  less  frequently  contami- 
nated during  collection,  provided  that  proper 
technique  is  employed.  Nevertheless,  a 2 to  3% 
contamination  rate  is  experienced  in  most  clinical 
microbiology  laboratories.  Corynebacterium  spe- 
cies and  Staphylococcus  epidermidis  are  the  most 
frequent  contaminants;  however,  one  cannot  be 
complacent  if  an  artificial  heart  valve,  a shunt,  or 
other  foreign  body  is  present.  For  this  reason, 
it  is  suggested  that  whenever  blood  cultures  are 
indicated,  a minimum  of  two  cultures,  each  ob- 
tained from  a separate  site,  be  performed.  The 
chance  that  both  cultures  will  be  contaminated 
with  the  same  organism  is  remote. 

The  time  required  for  the  detection  of  growth 
in  a blood  culture  may  also  be  used  to  differenti- 
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ate  contaminating  from  infecting  organisms  since 
skin  contaminants  usually  present  in  low  numbers 
often  require  five  to  ten  days  for  detection.  This 
criterion  is  helpful  but  by  no  means  foolproof 
and  cannot  be  used  in  the  case  of  infected  artifi- 
cial valves,  etc.  The  laboratory  should  be  noti- 
fied whenever  this  clinical  setting  exists  so  that 
cultures  can  be  held  for  extended  periods  of  time. 

Similar  notification  should  be  given  if  infections 
with  Brucela  species  or  fungi  are  suspected. 

Tissues,  Body  Fluids,  Abscesses,  Etc. 

These  specimens  run  the  same  risk  of  contami- 
nation on  collection  as  do  blood  cultures;  how- 
ever, since  the  concentration  of  organisms  present 
in  infected  specimens  usually  is  much  higher  than 
that  present  in  blood  cultures,  the  specimens  can 
be  cultured  directly  onto  solid  media,  simplifying 
the  determination  of  contaminants.  Again,  cor- 
relation of  the  number  of  types  of  organisms  iso- 
lated with  the  gram  stain  is  frequently  helpful. 

In  summary,  interpretation  of  a microbiology 
culture  report  requires:  1)  knowledge  that  an 
adequate  specimen  has  been  obtained,  2)  cor- 
relation of  the  number  of  types  of  organisms 


isolated  with  a carefully  prepared  gram  stain  of 
the  material  collected,  and  3)  knowledge  of  the 
clinical  findings  and  factors  contributing  to  the 
infection. 

R.C.K. 

EDUCATION  AND  SCHOLARSHIP: 
WHITHER  THE  WMC? 

Will  the  Wilmington  Medical  Center  (WMC) 
become  a major  tertiary  medical  center  when 
teaching,  scholarship,  and  clinical  research  are 
accorded  a level  of  importance  equal  to  patient 
care?  Or  will  it  remain  a large  community  hos- 
pital oriented  primarily  toward  patient  care  with 
less  than  equal  emphasis  on  teaching  and  even 
less  emphasis  on  clinical  research  and  scholarship? 
Present  attitudes  in  the  medical  community  seem 
to  favor  the  latter. 

But  is  this  a “cop-out?”  Shouldn’t  the  role  of 
a hospital  of  this  size,  the  major  hospital  for  the 
entire  state,  a hospital  serving  as  a major  referral 
center  for  a large  population,  be  different?  Can 
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A MATTER  OF  LIFE 


by  Frank  M.  Levy 

On  the  one  hand  those  old  adage-makers  will  warn  you  that  too  many 
cooks  spoil  the  broth.  Then  they’ll  turn  around  and  advise  that  there 
is  safety  in  numbers. 

Or  they’ll  urge  you  to  look  before  you  leap.  And  then  cross  you  up 
with  he  who  hesitates  is  lost.  Confusion,  confusion. 

However,  I firmly  believe  that  there  is  no  other  side  of  the  coin  to 
an  adage  like — don’t  put  all  your  eggs  in  one  basket.  At  least  not  in 
these  uncertain  times. 

And  that  brings  this  Provident  Mutual  agent  to  his  insurance-counsel- 
ing adage  for  the  day:  Nothing  else  has  the  flexibility  to  cope  with  so 
many  of  life’s  financial  uncertainties  as  cash  value  life  insurance. 

For  independence,  for  peace  of  mind,  for  accomplishing  multiple  objectives,  for  a solid  foundation 
upon  which  to  build  a securities  portfolio,  life  insurance  is  a gilt-edged  investment.  In  many 
more  and  diversified  ways  than  most  people  realize. 

And  if  you  contact  me  at  203  Belleview  Building,  100  Chapman  Road,  Newark,  Delaware  19702,  I'll 
be  glad  to  show  you  how  it  can  work  for  you.  Or  call  (302)  731-7350.  Rest  assured,  you  won’t  be 
“skinning  an  eel  by  the  tail,”  which,  Brewer’s  Dictionary  of  Phase  and  Fable  informs  me,  means  doing 
things  the  wrong  way. 
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quality  patient  care  really  be  delivered  on  a long- 
term basis  without  an  equal  commitment  to  edu- 
cation? And  can  a hospital  with  a secondary 
commitment  to  education  and  scholarship  con- 
tinue to  attract  quality  house  staff  over  the  long 
term,  especially  as  the  local  community’s  need  for 
physicians  in  private  practice  becomes  satisfied? 

There  are  many  arguments  offered  against 
changing  our  direction  toward  a more  “academic” 
setting.  For  example,  one  can  argue  that  our 
purpose  is  to  provide  medical  students  and  resi- 
dents with  an  exposure  to  medicine  as  it  is  prac- 
ticed by  most  physicians,  “real  medicine.”  In  the 
case  of  residents,  sufficient  teaching  is  provided 
by  a part-time  faculty  recruited  entirely  from 
private  practice  in  the  community  with  an  ad- 
mixture of  visiting  lecturers.  But  many  medical 
students  coming  to  the  WMC  spend  little  time  at 
their  medical  school  during  their  final  two  years; 
does  our  obligation  to  them  go  beyond  present 
performance?  Do  residents  receive  an  adequate 
amount  of  training  from  private  practice,  most 
of  whom  are  given  little  incentive  in  terms  of 
time  or  remuneration  to  participate  in  the  educa- 
tional program?  This  is  not  meant  as  a criticism 
of  those  who  do  the  teaching  at  the  WMC,  nor 
of  the  quality  of  their  teaching.  The  question 
is,  is  the  present  level  of  commitment  enough? 
Should  there  be  more  full-time  staff  physicians? 
Could  many  of  these  be  recruited  from  the  local 
community?  As  Moy  has  recently  pointed  out, 
“The  potential  advantages  of  the  community- 
based  setting  can  enhance  quality  medical  edu- 
cation only  when  the  setting  is  combined  with 
a critical  mass  of  full-time  academically  oriented 
faculty  and  the  resources  to  support  scholarship 
and  research.”  While  he  discusses  this  in  the 
context  of  the  community-based  medical  school, 
I believe  this  may  apply  as  well  to  tertiary  medi- 
cal centers  with  an  educational  program  on  the 
scale  of  the  WMC. 

One  can  argue  that  we  do  not  have  the  money 
to  support  a cadre  of  full-time  faculty  members 
and  clinical  research  at  the  WMC.  Philanthropic 
donations  are  down;  the  WMC  must  pay  for  care 
of  the  indigent  from  money  which  might  other- 
wise be  used  for  education  and  research,  and 
everyone  is  tired  of  pumping  money  into  the 
health-care  system — these  explanations  are  well- 


known.  But  have  possible  links  with  the  nearby 
University  of  Delaware  been  fully  explored?  Does 
not  the  WMC  by  virtue  of  its  large  population 
served  have  tremendous  potential  in  diverse  areas 
of  clinical  investigation  such  as  primary  care, 
aging,  nutrition,  ethics,  and  cost  containment? 
Could  it  be  that  funds  from  multiple  sources 
would  be  available  if  our  commitment  were 
greater? 

A third  argument  is  that  the  problem  is  the 
physical  plant;  once  we  have  the  hospital  on  1-95 
or  are  under  one  roof  things  will  be  different. 
Certainly  the  present  system  is  disadvantageous  in 
relation  to  both  patient  care  and  education.  But 
will  a change  in  the  physical  plant  be  followed 
necessarily  by  a change  in  attitudes  toward  edu- 
cation? Undoubtedly  not;  administration  and 
physician  attitudes  are  of  critical  importance. 

A related  argument  is  that  the  type  of  medical 
center  as  described  above  involves  more  space 
and  money  because  of  the  need  for  such  services 
as  cardiovascular  surgery,  renal  transplantation, 
electron  microscopy,  a burn  center,  etc.  In  this 
time  of  increasing  cost  restraints,  heightened  in- 
terest in  avoiding  needless  duplication  of  services, 
and  increased  pressure  from  health  planning 
councils,  then  WMC  is  hard  put  to  move  forward 
in  these  areas.  In  the  opinion  of  some,  federal 
controls  may  preclude  development  of  such  facili- 
ties. But  cannot  these  services  be  justified  on  the 
basis  of  our  size,  location,  and  population  served? 
Is  it  really  in  the  best  interest  of  our  patients  to 
refer  them  to  hospitals  some  distance  away  in 
a city  with  which  they  are  unfamiliar,  where 
support  from  relatives  and  friends  may  be  less 
accessible?  Should  we  at  least  have  a new  look 
at  some  of  these  possibilities? 

The  WMC  has  made  significant  progress  in 
recent  years  in  education,  patient  care,  and  in  its 
services  offered  in  the  area  of  advances  in  medi- 
cal technology.  There  are  more  physicians  prac- 
ticing in  the  community  than  ever,  largely  be- 
cause of  the  educational  efforts  of  the  WMC. 
But  it  seems  that  a plateau  has  been  reached  and 
that  it  is  a time  for  decision.  Can  the  WMC  hope 
to  maintain  over  the  long  term  a primary  interest 
in  patient  care  and  a lesser  interest  in  the  more 
academic  aspects  of  medicine  without  serious 
damage  to  its  educational  programs?  If  it  can, 
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A SEMINAR  FOR  DOCTORS  BY  U.S.  TAX  PLANNING  CORPORATION 
DISCUSSING  LEGAL  ALTERNATIVES  TO  I.R.S.  1040 


The  Bitter  Pill 
To  Swallow. 


COMMON  DOSAGE:  40%,  50%,  70% 
OF  YOUR  EARNED  INCOME 


Description:  Excessive  tax  payments  in  common  dosage 
of  40%,  50%,  even  70%  of  your  income,  reduce 
earnings  and  inhibit  growth  of  personal  wealth.  A bitter 
pill  to  swallow. 

Cause:  Inequitable  tax  laws,  complex  reporting 
procedures,  and  intimidation  by  audit  deter  many  high- 
percentage  taxpayers  from  exercising  their  legal 
priviledges  under  current  I.R.S.  regulations. 

Adverse  Reactions:  Findings  include  mild  to  severe 
depression,  irritability  and  anxiety  due  to  declining  net 
worth  and  loss  of  income,  resulting  in  hypersensitivity  to 
sound  financial  planning. 

Antidote:  U.S.  TAX  PLANNING  CORPORATION.  A 
group  of  professionals  dedicated  to  the  task  of  assisting 
high-percentage  taxpayers  in  keeping  tax  contributions 
to  an  absolute  minimum. 

Prescription:  Attend  the  U.S.T.P.C.  SEMINAR  FOR 
DOCTORS  on  legal  alternatives  to  crippling  taxation. 

You  will  learn  facts  and  tax  procedures  that  can 
drastically  improve  the  profitability  of  your  private,  group 
or  corporate  practice  - and  increase  your  net  worth. 

Learn  how  to  shield  earnings  from  taxation  and  provide 
free  tax  dollars  for  capital  appreciation.  Discover  the 
distinction  between  legal  tax  avoidance  and  tax  evasion. 
See  how  you  can  defer,  reduce  or  eliminate  federal  and 
state  taxes  - legally! 


Faculty:  MARVIN  HELFRICH,  J.D.  Having  earned  a 
degree  in  Business  Administration  majoring  in 
Economics  and  Accounting,  and  later  a Doctorate  in 
Law,  Mr.  Helfrich  has  an  excellent  background  for 
understanding  and  implementing  legal  strategies  in  tax- 
planning. He  is  a practicing  attorney  specializing  in  tax 
problems  of  professional  corporations. 

JAMES  G.  BRYAN,  Management  Consultant  and 
Founder  of  Doctors  Management  Consultants,  Portland, 
Oregon,  has  served  the  medical/dental  profession  for 
many  years.  A teacher,  lecturer,  and  economist,  James 
Bryan  earned  his  degree  at  the  University  of  Oregon.  He 
is  a recognized  authority  on  Off-Shore  Tax  Planning, 
Medical  Malpractice  Insurance  and  Tax  Straddles. 

CARL  J.  SAVIO,  Financial  Planning  expert  and  President 
of  Coordinated  Professional  Services,  Philadelphia,  Pa., 
specializes  in  International  Estate  Planning,  Insurance 
Options  and  Tax  Havens.  An  innovator,  Savio  combines 
his  experience  in  International  Tax  Law,  Accounting  and 
Business  Management  to  develop  sound  tax  reduction 
plans  for  professionals  and  corporations. 

Eligibility:  Professionals,  their  spouse  and/ or  office 
manager. 

Seminar  Fee:  $95  for  doctors  (spouses/office  managers 
free),  includes  continental  breakfast.  Fees  are  tax 
deductible. 


Registration:  In  advance,  by  mail  or  phone. 

THIS  SEMINAR  DEALS  WITH  SPECIFIC  DOLLAR-  Confirmation  by  return  mail  upon  receipt  of  check  made 

SAVING  TECHNIQUES  payable  to  U.S.  TAX  PLANNING  CORPORATION. 


Topics:  These  and  more  will  be  presented. 

U.S.  TAX  LAWS  • INFLATION  • RECESSION  • 

TRUSTS  (FOREIGN  AND  DOMESTIC)  • MALPRACTICE 
(SELF-INSURING)  • LEVERAGED  SHELTERS  • LEASES 
•TAX-EXEMPT  ORGANIZATIONS  (501-3-C-CHURCH)  • 
FOREIGN  BANKING  AND  INVESTMENT  • FUTURES  • 
TAX  PLANNING  • OFF-SHORE  TAX  HAVENS  • 
TRANSFER  (INHERITANCE)  LAW  • INTERNATIONAL 
ESTATE  PLANNING 

WE  GUARANTEE  QUALITY  AND  CONTENT  OF 
THIS  SEMINAR  • 100%  REFUND 


Cancellations:  Full  refund  on  cancellations  received  48 
hours  prior  to  opening  session. 

Accomodations:  If  required,  we  will  assist  in  reserving 
appropriate  accomodations. 


Mail  To: 

U.S.  TAX  PLANNING  CORPORATION 
Suite  2415  The  Carlton  House 
Philadelphia,  PA  19103  (215)  563-1939 

□ Sat.,  May  31,  1980  9 a.m.  to  5 p.m. 
Marriott  Hotel  Philadelphia,  Phila.,  PA 

□ Sat.,  June  21,  1980  9 a.m.  to  5 p.m. 
Cherry  Hill  Hyatt  House,  Cherry  Hill,  NJ 


Name: 

Address: 


Telephone: 


.No.  attending:. 


Zip:. 


For  Reservations  and/or  Information  call  1 800  543-3000,  Operator  220 
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should  it?  Do  members  of  the  medical  com- 
munity want  a true  tertiary  hospital  with  educa- 
tion, scholarship,  and  clinical  research  held  to  be 
of  equal  importance  with  patient  care  or  not? 
It  is  up  to  us. 

J.S.W. 

% % % 

GENERIC  DRUG  PRESCRIBING 

Popular  opinion  to  the  contrary,  the  practicing 
physician  is  concerned  about  the  escalating  cost 
of  medical  care  and,  in  our  drug-oriented  society 
he  is  aware  that  prescription  medicines  make  up 
a substantial  portion  of  this  tremendous  cost. 
While  the  physician  recognizes  the  possible  savings 
offered  by  generic  drugs,  he  is  most  concerned 
about  the  well-being  of  his  patient. 

Journalists,  politicians  ,and  public  advocates 
would  have  the  public  believe  that  routine  use 
of  generic  drugs  would  save  millions  of  dollars 
without  any  risk  to  health.  This  assumption  is 
based  on  the  false  premise  that  the  federal  gov- 
ernment, through  its  Food  and  Drug  Administra- 
tion, can  guarantee  generic  and  therapeutic  equiva- 
lence of  any  medicine  offered  for  sale  in  this 
country. 

Two  glaring  examples  of  the  fallacy  of  this 
assumption  have  recently  surfaced.  An  illegal 
preparation  of  furosemide  made  available  by  a 
“generic”  pharmaceutical  house  resulted  in  serious 
complications  for  a number  of  patients  supplied 
with  the  impotent  generic  brand.  Despite  an 
order  from  the  Food  and  Drug  Administration  to 
discontinue  sale  of  this  product,  the  manufacturer 
continues  to  make  the  inferior  material  available 
in  many  parts  of  the  country,  including  Delaware. 

Physicians  in  Delaware  should  be  aware  that 
this  generic  furosemide  is  still  on  the  shelves  of 
some  drug  stores  in  this  state  and,  to  protect 
the  health  of  their  patients,  must  prescribe  this 
product  only  by  the  trade  name,  Lasix*  Federal 
and  state  drug  officials  are  unable  to  enforce  the 
FDA  ban  on  sales  because  they  lack  adequate 
personnel  for  policing.  Obviously,  the  prescribing 
physician  must  be  responsible  for  drug  selection 
since  he  alone  is  responsible  for  the  well-being 
of  his  patient. 

* Hoechst-Roussel 


Recently,  the  Food  and  Drug  Administration 
issued  a warning  against  a generic  product  con- 
taining triamterene  and  hydrochlorothiazide  and 
requested  that  the  “generic”  manufacturer  recall 
the  drug  from  the  market.  Again,  the  manufac- 
turer has  refused  to  abide  by  the  Food  and  Drug 
Administration  ruling.  This  lack  of  regard  for 
drug  efficacy  and  safety  typifies  the  motivation 
of  some  manufacturers  of  generic  drugs.  In  con- 
trast, ethical  pharmaceutical  houses  have  always 
swiftly  removed  drugs  from  pharmacy  shelves 
when  there  has  been  a question  of  possible  ad- 
verse effects  on  the  health  of  the  consumer. 

Since  there  are  some  good  generic  products 
available  at  reduced  cost,  what  approach  should 
be  taken  by  the  prescribing  physician?  Perhaps 
the  first  step  is  to  explain  to  the  patient  that  cer- 
tain drugs  have  an  acceptable  generic  substitu- 
tion and  others  don’t.  In  general,  drugs  that 
have  a precise  pharmacologic  effect  and  narrow 
therapeutic  range  are  less  amenable  to  substitu- 
tion. 

The  physician  and  the  patient  must  have  con- 
fidence in  the  pharmacist  filling  the  prescription 
and  be  certain  that  he  will  only  use  those  generic 
preparations  provided  by  reputable  manufacturers. 
In  addition,  it  must  be  assured  that  the  savings 
resulting  from  the  use  of  generic  drugs  are  passed 
on  to  the  patient. 

Finally,  the  pharmacist  must  respond  rapidly 
to  drug  alerts  and  refuse  to  sell  any  preparation 
suspected  of  being  inferior  to  the  prototype  drug. 

It  continues  to  be  popular  for  columnists  and 
presidential  candidates  to  criticize  the  high  price 
of  drugs  charged  by  pharmaceutical  companies 
during  the  period  of  patent  protection.  This  at- 
titude ignores  the  tremendous  expense  involved 
in  developing  and  marketing  a new  medication. 
Perhaps  a change  in  patent  laws  protecting  the 
pharmaceutical  manufacturer’s  interest  for  a 
longer  period  of  time  would  allow  a more  reason- 
able price  for  new  preparations. 

A change  in  the  rigid  attitude  of  our  current 
Food  and  Drug  Administration  would  encourage 
the  development  of  new  medicinal  agents  in  this 
country  and  permit  a reduction  in  the  cost  of  new 
drug  production. 

W.J.H. 
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THE  HOSPITAL  THAT  ATE  CHICAGO  Distortions 
Imposed  on  the  Medical  System  by  Its  Financing 
by  George  Ross  Fisher,  M.D.,  The  Saunders  Press, 
Philadelphia,  1980.  218  pp.  Price  $10.95. 

Less  than  a year  ago  the  New  England  Journal 
of  Medicine  published  an  editorial  by  Dr.  Fisher 
with  the  same  intriguing  title  he  has  now  used 
for  an  entire  book.  The  title  is  meant  to  grab 
your  attention;  the  subtitle  tells  what  the  book 
is  actually  about.  Dr.  Fisher  has  made  a careful 
and  clever  attempt  to  elucidate  the  realities  of 
medical  economics,  particularly  of  inpatient  care, 
to  persons  who  have  given  little  or  no  thought  to 
the  accounting  arrangements  of  the  hospitals  in 
which  they  work  or  in  which  they  are  domiciled 
when  they  are  ill. 

I must  admit  I am  not  a totally  unbiased  re- 
viewer of  this  book.  Dr.  Fisher  and  I have  been 
colleagues  with  many  shared  interests  and  preju- 
dices since  the  days  when  I was  a medical  student 
and  he  a medical  resident,  and  I have  long  been 
an  admirer  of  his  incisive  and  original  thinking, 
and  unhackneyed  prose.  I must  also  admit  I am 
not  sufficiently  familiar  with  many  of  the  intrica- 
cies of  medical  economics  and  auditing  principles 
to  argue  with  him.  I am  certain,  however,  that 
he  has  written  an  important  book  to  which  plenty 
of  argumentative  experts  will  respond. 

All  those  who  practice  medicine,  particularly 
physicians  who  remember  what  medical  practice 
was  like  before  Medicare,  before  Medicaid,  and 
even  before  the  ubiquity  of  Blue  Cross  and  Blue 
Shield,  will  find  it  especially  interesting  to  read 
Dr.  Fisher’s  clear  explanations  of  what  went 
wrong,  what  horrors  threaten  on  the  horizon,  and 
what  might  still  be  done  to  correct  the  system’s 
errors.  Younger  practitioners,  looking  forward  to 
a lifetime  of  practicing  under  a system  more  or 
less  financed  by  the  federal  government  and  more 
or  less  controlled  by  it,  should  by  all  means  read 
this  book,  for  Dr.  Fisher  has  a virtue  unusual  to 
many  who  bewail:  he  believes  things  could  still 
be  improved  by  an  informed  body  politic. 

The  chapter  from  which  the  book  takes  its  en- 


viable title  is  an  explanation  of  how  hospitals 
are  being  seduced  to  build  another  grander  com- 
plex every  several  years  because  of  the  particular 
fiscal  characteristics  of  hospital  mortgages  which 
encourage  continuous  expansion.  Hospitals  are 
thus  “twisting  in  a net  of  insurance,”  according 
to  Dr.  Fisher. 

Indeed,  insurances  of  one  kind  or  another  are 
the  “devils”  in  most  of  the  chapters  of  the  book, 
and,  certainly  in  the  vignettes,  amusing  parables 
which  are  interspaced  between  the  straight  chap- 
ters. The  last  vignette,  which  stops  just  short 
of  being  snide,  presents  deliberations  of  a regional 
Health  Systems  Agency  which  is  considering  the 
application  of  a private  physician  to  be  allowed 
to  personally  finance  a CAT  scanner  for  his  office; 
he  is  turned  down.  Another  is  in  the  form  of  a 
conversation  between  the  author  and  his  wife 
(whom  I know  to  be  an  equally  brilliant  phy- 
sician) over  breakfast  coffee.  She  admits  that 
while  she  cannot  always  follow  her  husband’s 
theses,  she  is  fond  of  the  one  he  calls  the  candy 
bar  principle.  The  candy  bar  principle  states 
that  when  the  cost  of  raw  materials  escalate, 
chocolate  bars  first  get  smaller  before  their  prices 
are  raised. 

I learned  the  most  from  the  chapters  entitled, 
the  Muddle  of  Hidden  Subsidies,  and  the  Moral 
Hazard  of  Third  and  Fourth  Parties.  All  of  us 
who  collect  from  insurance  companies  instead  of 
directly  from  our  patient  are  at  “Moral  Hazard,” 
a loaded  phrase  which  apparently  originated 
within  the  insurance  industry  itself. 

The  last  chapter,  entitled  What  Should  Be 
Done?,  would  by  itself  be  sufficient  to  cause  me 
to  recommend  the  book  to  you  and  also  to  your 
non-medical,  tax  paying  friends. 

Bernadine  Z.  Paulshock,  M.D. 

US 

THE  FUNDAMENTALS  OF  HOMEOSTASIS,  Second 
Edition,  by  Maxwell  Borrow,  M.D.,  Medical  Exami- 
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nation  Publishing  Co,  New  York,  1977.  189  pp. 
Price  $8.50.  Spiral  Bound. 

The  purpose  of  this  book  is  “to  present  a con- 
fusing subject  as  comprehensively  as  possible.” 
It  was  written  for  the  busy  clinician,  resident,  or 
student  who  is  bewildered  by  the  avalanche  of 
knowledge  in  the  critical  care  field.  It  is  a small, 
easy-to-read,  ring-bound  book,  printed  with 
standard  type.  It  is,  of  course,  very  factual,  but 
formulas  are  kept  to  a minimum. 

Some  criticism  should  be  directed  to  the  syntax. 
Many  sentences  are  far  too  long  for  this  type  of 
reading.  Some  pages  are  devoid  of  paragraphs, 
which  shows  a lack  of  editorial  input.  The  illus- 
trations are  simplistic. 

It  does,  however,  take  on  an  awesome  amount 
of  material  in  a mere  172  pages.  The  acid-base 
chapter  on  monitoring  the  critically  ill  patient 
was  done  briefly.  The  use  of  CVP  monitor  read- 
ings was  given  the  same  amount  of  ink  as  the 
Swan  Ganz  catheter,  clearly  an  injustice. 

The  book  is  recommended  to  students  and 


house  officers  as  an  inexpensive  introduction  to 
critical  care  medicine. 

F. William  Maguire,  D.O. 
w?  % % 

FAMILY  PRACTICE,  2nd  Edition,  edited  by  Robert 
E.  Rakel,  M.D.  and  Howard  F.  Conn,  M.D.,  W.  B. 
Saunders  Company,  Philadelphia,  1978.  1186  pp. 
Illus.  Price  $38.50. 

“The  family  physician  provides  continuing 
comprehensive  care  in  a personalized  manner  to 
patients  of  all  ages  and  to  their  families,  regardless 
of  the  presence  or  absence  of  disease  or  the  na- 
ture of  the  presenting  complaint.”  With  that  in- 
troduction Robert  Rakel  attempts  to  define  over 
the  next  eighteen  pages  who  the  family  physician 
is  and  what  that  person  does.  Dr.  Rakel  succeeds 
in  this  attempt  and  in  his  desire  to  produce  a text- 
book that  reflects  the  comprehensiveness  of  family 
practice.  Several  shortcomings  may  cause  the 
practicing  family  physician  to  look  elsewhere, 
however. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


Wilmington 

Personal  Insurance Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services.  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehobo th  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 

201  Pine  Street 629-5585 

(Toll  Free)  856-3247 
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Highlights  were  chapters  on  the  family  physi- 
cian and  the  problem-oriented  medical  record 
written  by  Dr.  Rakel;  family  dynamics  by  Worby 
and  Gerard;  and  the  entire  section  on  community 
medicine.  Helpful  chapters  were  on  learning  dis- 
abilities, marriage  counseling,  anxiety  and  depres- 
sion. Other  chapters  were  less  memorable,  prob- 
ably because  of  the  need  to  be  brief. 

The  clinical  specialties  section  was  easily  read, 
and  it  was  interesting  to  note  that  most  problems 
discussed  included  the  family  physician’s  role  in 
management.  Answers  to  puzzling  clinical  prob- 
lems will  not  be  found  here,  however. 

This  was  the  first  major  textbook  of  family 
practice,  and  this  second  edition  shows  improve- 
ment over  the  first.  There  are  now  two  different 
major  textbooks  in  this  field,  the  above  book  and 
an  eaually  large  text  by  Taylor.  After  using  both 
over  my  two  months  as  office  chief  at  the  family 
practice  office,  I would  recommend  Family  Prac- 
tice by  Rakel  for  students  and  residents  in  family 
practice  and  Family  Medicine  by  Taylor  for  the 
practicing  family  physician. 

William  Funk,  M.D. 

Dr.  Funk  is  a third-year  family  practice  resident  at  the  Wil- 
mington Medical  Center. 

ttf  as  Mf 

CECIL  TEXTBOOK  OF  MEDICINE,  Fifteenth  Ed.,  2 
volume  edition,  by  Paul  B.  Beeson,  M.D.,  Walsh 
McDermott,  M.D.,  and  James  B.  Wyngaarden,  M.D., 
W.  B.  Saunders  Company,  Philadelphia,  1979. 
2,478  pp.  Ulus.  Price  $56.00. 

How  does  Cecil  compare  to  other  standard 
textbooks  of  internal  medicine?  Quite  favorably 
from  this  author’s  point  of  view.  This  text  is 
more  up-to-date  (1979),  the  binding  is  heavier, 
the  paper  thicker,  and  the  number  of  pages 
greater.  But  best  of  all,  the  textbook  is  just  as 
comprehensive,  easier  to  read,  and  better  ar- 
ranged. The  chapters  are  more  diverse,  includ- 
ing such  topics  as  critical  care  medicine,  derma- 
tology, and  ophthalmology.  Cecil  is  much  more 
clinically  oriented  than  Harrison’s  Principles  of 
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Internal  Medicine  but  has  less  basic  science  and 
less  physiology  and  pathophysiology.  The  cardio- 
vascular section  is  excellent  with  an  up-to-date 
section  on  the  pathophysiology  of  afterload  re- 
duction. The  critical  care  chapter  is  a step  in 
the  right  direction  and  has  some  interesting  con- 
cepts such  as  “Best  PEEP”  values  but  is  difficult 
to  understand  at  times.  There  is  an  excellent 
discussion  of  pulmonary  hypertension.  The  two 
best  topics  discussed  are  pneumoconiosis  and  PIE 
(pulmonary  infiltrate  and  eosinophilia).  Even 
if  you  don’t  read  the  whole  book,  you  should 
read  this  section. 

The  textbook  is  recommended  without  hesi- 
tation to  all  medical  students,  physicians,  and 
medical  librarians. 

Howard  Leibowitz,  M.D. 

Dr.  Leibowitz  is  a senior  medical  resident  at  the  Wilmington 
Medical  Center. 

& % 


ADOLESCENT  MEDICINE  CASE  STUDIES  A Compila- 
tion of  54  Clinical  Studies  by  George  D.  Comerci, 
M.D.,  Elmer  S.  Lightner,  M.D.,  and  Ronald  C.  Han- 
sen, M.D.,  Medical  Examination  Publishing  Co., 
Inc.,  Garden  City,  New  York,  1978.  550  pp.  Illus. 
Price  $1 6.50. 

With  little  doubt,  adolescence  is,  for  every 
generation,  a tempestuous  and  confusing  time. 
How  the  physician  confronts  the  complex  behavior 
and  psychologic  turmoil  when  caring  for  adoles- 
cents with  medical  problems  is  the  major  issue  of 
adolescent  medicine.  The  absence  of  a psychia- 
trist amongst  the  authors  should  clue  one  that  this 
issue  is  not  the  major  thrust  of  discussion  in  the 
54  clinical  studies  of  this  book. 

Most  of  the  presentations  are  straightforward 
discussion  of  medical  problems  that  are  specific 
to  adolesence,  (eg,  primary  amenorrhea),  or  hap- 
pen to  occur  during  it  (eg,  hyperthyroidism). 
Many  are  excellent  reviews  of  the  differential 
diagnosis  and  appropriate  work-up  and  therapy 
of  the  disease  entity  in  question.  Interspersed 
amid  the  usual  medical  jargon  are  redeeming 
comments  addressing  the  problem  of  adolescent 
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behavior  in  the  context  of  the  disease  being  dis- 
cussed. The  20-question  type  format  of  each 
case  study  becomes  decidedly  tedious,  however, 
by  case  number  17. 

The  usefulness  of  this  book  is  limited  mainly 
by  its  inefficient  table  of  contents.  One  must 
have  special  powers  to  realize  that  the  chapter 
“Recent  onset  of  vomiting  in  a 16-year-old  fe- 
male” is  about  teenage  pregnancy  and  that  “Per- 
sistent postprandial  vomiting  in  a 13-year-old 
male”  is  a discussion  of  the  superior  mesenteric 
artery  syndrome.  Essentially,  you  must  read 
the  entire  book  to  receive  full  benefit  from  it. 

If  you  are  inclined  to  adolescent  medicine  and 
have  the  time  to  read  this  book,  its  purchase 
would  be  worthwhile. 

Don  Bardole,  M.D. 

Dr.  Bardole  is  a senior  resident  in  the  Department  of  Family 
Practice  at  the  Wilmington  Medical  Center.  , 
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cardiography  can  well  serve  as  the  internist’s  and 
the  general  practitioner’s  first,  last,  and  only  book. 

Bruce  C.  Turner,  M.D. 

% vs  ws 

FAMILY  MEDICINE  Principles  and  Practice,  edited 
by  Robert  B.  Taylor,  M.D.,  Springer-Verlag  New 
York,  Inc.,  New  York,  1978.  1365  pp.  Illus.  Price 
$38.50. 

This  is  a large  volume  (1365  pages)  contrib- 
uted to  by  133  authors,  most  of  whom  are  teachers 
of  family  medicine  throughout  the  country.  Ber- 
nadine  Z.  Paulshock  covered  endocrinology,  and 
Dene  Walters  collaborated  with  John  Hocutt  on 
sports  medicine. 

The  format  is  unusual.  A list  of  Competence 
Priority  Classifications  heads  each  of  the  twenty- 
five  clinical  subject  dissertations.  The  lists  are 
repetitious  and  overlong  but  serve  as  section  in- 
dices. There  is  a great  number  of  psychological 
references  in  the  headings  and  subheadings  for 


DIAGNOSTIC  ELECTROCARDIOGRAPHY  AND  VEC- 
TORCARDIOGRAPHY by  H.  Harold  Friedman,  M.D., 

McGraw-Hill  Book  Co.,  New  York,  1977.  630  pp. 
Illus.  Price  $22.50. 

Dr.  Friedman’s  book  is  a convenient  blend  of 
both  primer  and  reference,  covering  interpreta- 
tion of  12  lead  standard  ECG’s,  along  with  their 
corresponding  vectorcardiograms,  which  are  added 
as  a teaching  aid  to  understanding  the  standard 
ECG.  The  vectorcardiogram  section  of  each 
chapter  can  be  conveniently  bypassed,  if  this 
complicates  the  text  for  the  reader. 

The  format  of  each  chapter  consists  of  a very 
concise  text  in  an  outline  form,  which  is  inter- 
spersed with  numerous  diagrams,  tables,  and  illus- 
trations. The  largest  chapter,  204  pages,  deals 
with  arrythmias,  with  a separate  text  on  each 
arrythmia,  covering  its  salient  points  along  with 
numerous  12  lead  or  rhythm  strip  examples  and 
their  corresponding  “ladder”  diagrams.  Clinical 
information  and  a discussion  on  mechanisms  in- 
volved are  included. 

Diagnostic  Electrocardiography  and  Vector- 


the  problem: 

finding  professional  office  space 
with 


a prime  location 
ample  parking 
easy  patient  access 
convenient  lab  and  x-ray 


the  solution: 


PROFESSIONAL  BUILDING  IV 
1701  Augustine  Cut-Off 
652-3016 
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each  classification.  Each  competence  Priority 
Classification  starts  with  Behavior,  under  which 
is:  “Assembling  the  patient’s  perception  of  the 
problem  and  responding  to  the  patient’s  perceived 
needs.” 

Only  25  of  the  94  chapters  are  devoted  to  the 
various  medical  specialties,  though  these  include 
some  not  commonly  found,  such  as  oral  surgery, 
oncology,  and  geriatrics.  Each  of  these  is  a brief 
presentation  covering  a lot  of  territory.  The  rest 
of  the  text  is  devoted  to  such  practical  topics  as 
office  management,  record  and  code  systems, 
school  health,  legal  aspects  of  family  practice, 
nutritional  counseling,  the  family  practice  library. 
The  final  section  describes  family  practice  in  vari- 
ous countries  and  its  future. 

Because  of  the  size  of  this  tome,  my  review 
is  based  on  reading  a variety  of  topics  in  which 
I was  interested.  The  majority  were  good  to 
excellent;  only  one  missed  the  mark.  On  first 
glance,  this  work  seemed  a little  pretentious  and 
overblown  especially  regarding  the  Competence 
Priority  Classification  outlines,  but  there  is  an 
abundance  of  good  material  on  almost  all  aspects 
of  family  practice.  The  premarital  and  marital 
counseling  section  is  excellent.  Bernadine  Z. 
Paulshock’s  treatment  of  endocrinology  is  con- 
cise and  explicit  with  a clear  explanation  of  the 
various  thyroid  function  tests.  There  is  much 
psychosocial  medicine  here  as  there  is  in  a general 
practice. 

As  a whole,  this  should  be  a fine  text  for  family 
practice  residents  and  an  excellent  review  source 
on  almost  any  facet  of  practice  from  financial  to 
echocardiology  for  the  practicing  generalist. 

W.  D.  Shellenberger,  M.D. 


PRIORITIES  FOR  THE  USE  OF  RESOURCES  IN  MEDI- 
CINE, Fogarty  International  Center  Proceedings 
No.  40,  Department  of  Health,  Education,  and 
Welfare,  Public  Health  Service,  National  Institutes 
of  Health,  Bethesda,  Maryland.  351  pp.  Price 
$6.50. 

There  are  three  main  things  that  reading  this 
book  prompts  me  to  say.  The  first  is  that  every 
doctor  is  urged  to  read  it,  and  can  be  promised 
that  he  would  enjoy  it.  Second,  I believe  this 
distinguished  panel  of  thoughtful  and  articulate 
experts  have  failed  to  identify  the  main  cause  of 
our  present  misapplication  of  medical  resources. 
And  the  final  point  is  that  this  book  illustrates 
how  our  political  processes  are  moving  faster  than 
our  publishing  processes,  with  the  potential  for 
great  harm  to  our  institutions. 

Take  the  last  point  first.  The  NIH  assembled 
a brilliant  international  panel  of  fifty  medical 
leaders,  and  asked  them  to  discuss  where  things 
were  going  and  where  they  ought  to  go.  To  or- 
ganize such  a panel  takes  at  least  a year  of 
advance  planning.  So  we  assumed  that  the  idea 
for  this  book  was  generated  in  November  1975. 
The  conference  was  held  in  November  1976,  and 
the  book  is  just  being  reviewed  in  early  1980. 

Meanwhile,  the  political  process,  which  we  think 
of  as  a slow  one,  moved  ahead  and  actually  im- 
plemented some  of  the  ideas  in  this  book  at  least 
a year  before  it  saw  print.  J.  E.  Wennberg  of 
the  Harvard  School  of  Public  Health  called  for 
the  creation  of  a National  Health  Manpower 
Policy  and  a National  Program  for  Technology 
Assessment  at  this  conference.  Well  before  the 
publication  of  this  book,  the  Kennedy  staff  had 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson,  R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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written  and  passed  a law  creating  a National 
Center  for  Health  Technology;  that  program  has 
been  funded,  and  its  newly- appointed  staff  are 
hard  at  work.  It  remains  to  be  seen  whether 
technology  assessment  is  a good  idea  or  a bad 
one,  but  it  is  clear  that  the  idea  was  implemented 
without  any  significant  involvement  or  awareness 
by  the  medical  public. 

It  is  only  happenstance  that  a National  Health 
Manpower  Policy  has  not  similarly  come  to  pass. 
While  it  is  true  that  there  is  a need  to  slow  down 
the  political  process  to  a pace  where  there  can 
develop  an  informed  public  consensus,  it  is  also 
true  that  our  public  institutions  are  in  some  dan- 
ger unless  the  archaic  publishing  industry  speeds 
up  its  lumbering  processes  to  the  point  of  regain- 
ing public  usefulness.  I wonder  how  long  it  took 
Gutenburg  to  produce  his  Bible.  Longer  than 
five  years? 

Nevertheless,  this  symposium  is  still  exciting 
reading.  Most  of  the  participants  had  achieved 
a position  in  life  which  entitled  them  to  an  invi- 
tation to  the  conference,  by  fighting  their  way  to 
the  top  of  some  heap  or  other.  So  most  of  them 
were  quick  to  get  on  top  of  the  debate,  and  stay 
on  top,  while  maintaining  the  appearance  of 
grave  courtesy  to  challengers.  The  British,  Sir 
this  and  Lord  that,  were  particularly  effective  in 
the  put-down  as  one  would  expect.  Roger  Ege- 
berg  demonstrated  here  the  vigor  of  opinion  which 
has  kept  him  in  a policy-making  role  through 
five  presidencies  of  both  political  parties.  Lor- 
etta Ford  displays  the  combativeness  one  would 
expect  of  the  creator  of  the  nurse-practitioner 
idea,  surrounded  (like  a lion  in  a den  of  Daniels) 
by  a great  many  distinguished  physician  over- 
achievers.  E.  D.  Pellagrino  developed  the  theme 
of  a physician’s  legitimate  “discretionary  space” 
like  a poet,  and  then  in  the  following  discussion 
defended  it  like  a Disraeli.  In  many  ways  the 
most  disconcerting  speech  was  by  the  Director 
of  the  NIH,  Donald  Fredrickson,  describing  how 
the  research  priorities  of  the  nation  have  been 
distorted  by  Congressional  politics.  One  imagines 
that  he  counted  heavily  on  the  long  delay  in  pub- 
lication of  his  remarks,  but,  even  so,  his  were 
the  only  ones  that  were  edited  and  summarized. 
It’s  a pretty  exciting  book,  and  it  must  have  been 


great  fun  to  be  present  at  the  conference.  Read 
the  book,  by  all  means. 

But  there  are  some  reservations  I must  make. 
The  first  is  that  I cannot  make  out  that  anyone 
at  the  conference  was  a practicing  physician,  al- 
though the  attitudes  of  practicing  physicians  were 
much  discussed.  Indeed,  no  one  seemed  to  be 
a practicing  nurse,  social  worker,  or  research 
scientist,  either.  This  seems  to  be  one  of  the 
problems  with  getting  to  the  top  of  the  heap,  and 
with  paying  too  much  attention  to  the  opinions 
of  overachievers:  the  name  of  their  game  is  power. 
The  final  reservation  is  that  no  one  at  the  con- 
ference seemed  to  share  my  view  that  most  of 
our  problems  grow  out  of  tinkering  with  the 
reimbursement  system.  If  that’s  the  main  diag- 
nosis, the  best  therapy  for  health  priorities  will 
have  to  consider  whether  we  might  have  gone  too 
far  with  health  insurance,  and  are  in  some  danger 
of  going  still  farther.  But  some  other  book  will 
have  to  discuss  that  subject,  it  appears. 

George  Ross  Fisher,  M.D. 
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NAVY 

FELLOWSHIPS  AVAILABLE 

COMMENCING  JULY  1,  1980 


Specialty 

Hematology/Oncology 
Gastroenterology 
Maternal-Fetal  Medicine 
Radiation  Oncology 
Endocrinology /Metabolism 

Infectious  Disease 
Vascular  Surgery 
Pulmonary  Medicine 


Location 
Bethesda,  Md. 
Bethesda,  Md. 
San  Diego,  Ca. 
San  Diego,  Ca. 
Bethesda,  Md. 
Oakland,  Ca. 
Bethesda,  Md. 
San  Diego,  Ca. 
Bethesda,  Md. 


CHOICE  LOCATIONS— QUALITY  PROGRAMS 
Navy  medicine  is  an  exciting  style  of 
medical  practice. 

Get  all  the  details.  Call  or  write: 

LIEUTENANT  BOB  PEISER,  U.S.  NAVY 
Presidential  Building,  Suite  301 
6525  Belcrest  Road,  Hyattsville,  Md.  20782 
(301)  436-2072 

BE  THE  DOCTOR  YOU  WANT  TO  BE. 

IN  THE  NAVY. 
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finding  new  ways  to  aid  the  handicapped  . . .through 


Comfort  • Security  • Mobility  • Freedom 


The  ACTIVITY  Chair 


TRADITIONAL 


RECLINER 


ORIGINAL 


CUSHION-LIFT  CHAIRS  The  way  to  a more  normal  life. 


ADAPTIVE  WHEELCHAIRS 


unique  answers  to  the  therapeutic  and  comfort 
needs  of  handicapped  children  and  adults. 


Other  Aids  for  Health  and  Fitness 

• BATH  LIFTS 

• EXERCYCLES 

• PULSE  METERS 

• Tunturi  ERGOMETERS 

and  HOME  CYCLES 

• Tunturi 

ROWING  MACHINES 

• TREADMILLS 

Electric  and  Manual 


EXERCISE  OF  DELAWARE,  INC. 

Distributor  for  ORTHO-KINETICS,  Inc.,  Products  of  Medical  Engineering  Science 
822  W.  Basin  Road,  New  Castle,  Delaware  19720,  Telephone  (302)  322-2003 


0 


Speakers  on 
“Ask  the 
Doctor” 

Speakers  for  June  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  June  3,  Frank  T.  O’Brien,  M.D., 
Lung  Cancer;  June  10,  William  A.  Hohman,  M.D.,  High  Risk  Pregnancy;  June 
17,  Lloyd  Robert  Garren,  M.D.,  Cancer  of  the  Colon;  June  24,  Dorothy  J.  Flint, 
M.D.,  Marriage  and  Marriage  Breakups. 

In  the  News 

The  National  Cancer  Institute  is  seeking  the  referral  of  patients  with  primary  soft 
tissue  or  bony  sarcomas  for  the  evaluation  of  new  programs  for  the  treatment  of 
these  diseases.  They  are  interested  in  seeing  any  patient  with  a diagnosis  of  fibro- 
sarcoma, liposarcoma,  rhabdomyosarcoma,  osteogenic  sarcoma,  undifferentiated 
sarcoma,  synovial  cell  sarcoma,  mesenchymoma,  angiosarcomas  or  any  soft  tissue 
mass  suspected  of  being  a sarcoma.  Patients  suitable  for  these  treatment  proto- 
cols are  primarily  those  who  have  had  incisional  or  needle  biopsy  excision  to  con- 
firm the  diagnosis.  Selected  patients  with  previously  untreated  metastatic  disease 
may  also  fit  into  the  treatment  protocols.  Because  of  the  investigative  nature 
of  these  treatment  protocols,  patient  care  and  transportation  costs  are  reimbursed 
by  the  National  Cancer  Institute.  To  refer  a patient  or  to  obtain  further  informa- 
tion please  call  or  write:  Steven  A.  Rosenberg,  M.D.,  Ph.D.,  Chief  of  Surgery, 
National  Cancer  Institute,  Building  10,  Room  10N 116,  Bethesda,  Maryland  20205. 
Telephone:  (301)  496-4164. 

Impaired 

Physicians 

Program 

DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

CLINICAL  NOTICES  AND  MEETINGS 

Glaucoma 

A seminar  entitled,  GLAUCOMA:  UP-TO-DATE,  will  be  held  June  6-7  in  Philadel- 
phia. For  further  information,  contact:  Kenneth  Benjamin,  M.D.,  c/o  Glaucoma 
Service,  Wills  Eye  Hospital,  1601  Spring  Garden  Street,  Philadelphia,  Pennsylvania 
19130.  Telephone:  (215)  972-6380. 

New  Directions 
for  Medical  Care 
— A Challenge 

A seminar  entitled,  NEW  DIRECTIONS  FOR  MEDICAL  CARE— A CHALLENGE 
OF  THE  ’80’s,  is  being  sponsored  by  the  American  Medical  Association.  This  pro- 
gram will  focus  on  the  practical  skills  and  information  that  you  need  as  a private 

for  the  80’s  practitioner  and  a leader  of  the  hospital  health  care  team.  It  will  be  held  June  13-14 
at  the  Boston  Sheraton  Hotel,  Prudential  Center,  Boston,  Massachusetts.  As  an 
organization  accredited  for  Continuing  Medical  Education,  the  AMA  Council  on 
Continuing  Physician  Education  oertifiies  that  these  continuing  medical  activities  meet 
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Negotiating 

Physicians’ 

Compensation 


Computers  in 
Private  Medical 
Practice 


Trauma  Symposium 


AM  A House 
of  Delegates 


the  criteria  for  hour-for-hour  Category  I credit  for  the  Physician’s  Recognition  Award 
of  the  AMA.  For  further  information,  contact:  Department  of  Hospitals  and  Health 
Facilities,  American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610.  Telephone:  (312)  751-6653. 


A NATIONAL  CONFERENCE  ON  NEGOTIATING  PHYSICIANS’  COMPENSA- 
TION will  be  held  June  15-17  in  Washington,  D.C.  It  is  being  co-sponsored  by  the 
American  Medical  Association  and  the  American  Society  of  Law  and  Medicine  and 
will  provide  a full  description  of  the  present  and  the  probable  future  use  of  negotia- 
tions in  this  area.  Practical  advice  for  coping  successfully  with  the  changing  reim- 
bursement environment  will  be  presented.  For  further  information,  contact:  the  AMA 
Department  of  Negotiations,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 
Joseph  E.  Belgrade,  M.D.,  Wilmington,  will  be  on  the  faculty. 


A program  entitled  CHOOSING  AND  USING  A COMPUTER  IN  A PRIVATE 
MEDICAL  PRACTICE  will  be  presented  by  the  University  of  Health  Sciences/The 
Chicago  Medical  School  June  20-21  at  the  Marriott  O’Hare  Hotel  in  Chicago,  Illinois. 
It  has  been  approved  for  18  hours  of  CME  credit  in  Category  I of  the  Physician’s 
Recognition  Award.  For  further  information,  contact:  Ronnie  Beth  Bush,  Ph.D., 
One  Chapman  Road,  Burlington,  Illinois  60109.  Telephone:  (312)  683-2066. 


THE  2nd  ANNUAL  TRAUMA  SYMPOSIUM  will  be  held  June  20-22  at  the  Dutch 
Inn,  Lake  Buena  Vista,  Disney  World,  Florida.  The  course  is  sponsored  jointly  by 
the  Committee  on  Trauma  of  the  American  College  of  Surgeons  and  the  Region  IV 
Committee  on  Trauma,  American  College  of  Surgeons.  Course  curriculum  will  in- 
clude such  topics  as:  pediatric  trauma,  head  injuries,  renal  failure,  spinal  injuries, 
management  of  the  cardiovascular  system,  infection  in  trauma,  chest  injuries,  and 
blunt  trauma.  For  further  information,  contact:  the  American  College  of  Surgeons, 
55  E.  Erie  Street,  Chicago,  Illinois  60611.  Telephone:  (312)  664-4050. 


The  ANNUAL  AMA  HOUSE  OF  DELEGATES  meeting  will  be  held  July  20-24  at 
the  Downtown  Chicago  Marriott  in  Chicago,  Illinois.  The  INTERIM  AMA  HOUSE 
OF  DELEGATES  meeting  will  be  held  December  7-10  at  the  San  Francisco  Hilton 
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in  San  Francisco,  California.  For  further  information,  contact:  Dale  Whiteman, 
Meeting  Management,  American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610.  Telephone:  (312)  751-6227. 


Diagnostic  A program  entitled,  DIAGNOSTIC  RADIOLOGY  INCLUDING  ULTRASOUND, 
Radiology  CT  AND  NUCLEAR  MEDICINE,  will  be  held  July  28-August  2 in  Atlantic  Beach, 
North  Carolina.  It  has  been  approved  for  30  hours  of  CME  credit  in  Category  I of 
the  Physician’s  Recognition  Award  of  the  AMA.  For  further  information,  contact: 
Robert  McLelland,  M.D.,  Radiology — Box  3808,  Duke  Medical  Center,  Durham,  North 
Carolina  27710. 


American  College  THE  1980  SCIENTIFIC  ASSEMBLY  OF  THE  AMERICAN  COLLEGE  OF  EMER- 
of  Emergency  GENCY  PHYSICIANS  will  be  held  September  15-18  at  the  Las  Vegas  Convention 
Physicians  Center,  Las  Vegas,  Nevada.  The  headquarters  hotel  is  the  Las  Vegas  Hilton.  Topics 
include  “Heimlich  Maneuver:  When  and  Where”  and  “Pacemakers,  Transvenous 
Versus  Transthoracic:  Their  Use  in  Emergency  Medicine.”  For  further  information, 
contact:  The  American  College  of  Emergency  Physicians,  3900  Capital  City  Boulevard, 
Lansing,  Michigan  48906.  Telephone:  (517)  321-7911. 


Body  Imaging  THE  FIFTH  ANNUAL  INTERNATIONAL  BODY  IMAGING  CONFERENCE  will 
Conference  be  held  October  11-19  at  the  Kauai  Surf  Hotel  in  Kauai,  Hawaii.  It  has  been  approved 
for  25  hours  of  CME  credit  in  Category  I of  the  Physician’s  Recognition  Award  of 
the  AMA.  For  further  information,  contact:  Conference  Secretary,  Fifth  Annual  In- 


UNIFORMS,  INC. 


Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan,  Tiffiny,  Whittenton,  Barco,  etc . 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 


1140  BALTIMORE  PIKE 
Springfield,  Pa.  19064 
(215)  Kl  3-4002 


TRI-STATE  MALL  (Lower  Level) 
Claymont,  Delaware  19703 
(302)  798-5387 
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ternational  Body  Imaging  Conference,  West  Park  Hospital,  Department  of  Radiology, 
22141  Roscoe  Boulevard,  Canoga  Park,  California  91304. 


Medical  Care  in 
Correctional 
Institutions 


The  American  Medical  Association  will  hold  its  4th  NATIONAL  CONFERENCE  ON 
MEDICAL  CARE  AND  HEALTH  SERVICES  IN  CORRECTIONAL  INSTITU- 
TIONS, October  24-25  in  Chicago,  Illinois.  The  AMA  issues  a call  for  papers  to  be 
presented  at  the  conference.  For  further  information,  contact:  AMA  Correctional 
Programs,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


Medical  Staff:  A seminar  entitled,  MEDICAL  STAFF:  PHYSICIAN’S  FRIEND  OR  FOE?,  will  be 

Physician’s  held  November  6-8  at  the  New  Orleans  Marriott  Hotel  in  New  Orleans,  Louisiana. 

Friend  or  Foe?  This  seminar  will  outline  the  overall  purpose  and  responsibilities  of  a medical  staff 
and  the  implications  for  its  individual  members.  Special  emphasis  will  be  placed 
on  medical  malpractice  and  liabilities  for  medical  staff  members  and  methods  of  using 
risk  management  and  quality  assurance  programs  to  your  benefit.  As  an  organization 
accredited  for  Continuing  Medical  Education,  the  AMA  Council  on  Continuing  Phy- 
sician Education  certifies  that  these  continuing  medical  education  activities  meet  the 
criteria  for  hour-for-hour  Category  I credit  for  the  Physician’s  Recognition  Award 
of  the  AMA.  For  further  information,  contact:  Department  of  Hospitals  and  Health 
Facilities,  American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610.  Telephone:  (312)  751-6653. 


American  Heart 
Association  of 
Delaware,  Inc. 


THE  53rd  SCIENTIFIC  SESSIONS  OF  THE  AMERICAN  HEART  ASSOCIATION 
will  be  held  November  17-20  at  Miami  Beach  Convention  Center,  Miami  Beach, 
Florida.  The  scientific  sessions  of  the  American  Heart  Association  represent  three 
and  one-half  days  of  invited  lectures  and  investigative  reports,  all  conducted  simul- 
taneously and  arranged  to  present  subject  areas  in  the  field  of  cardiovascular  disease 
including  renal  stroke,  cardiopulmonary,  thrombosis,  and  epidemiology.  For  further 
information,  contact:  the  American  Heart  Association  of  Delaware,  Inc.,  Four  Trolley 
Square,  Delaware  Avenue  and  DuPont  Street,  Wilmington,  Delaware  19806.  Tele- 
phone: (302)  654-5269. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


FOR  SALE:  Late  19th  Century  brass  Russian  Samo- 
var. Steam  condenser,  tray  and  drip  bowl  included. 
Approximately  16  inches  high.  Price  $400.00.  Call 
(302)  658-7596. 

INTERNAL  MEDICINE  OR  EMERGENCY 
ROOM  PHYSICIAN:  Seeking  position  near  Wil- 
mington, Delaware.  1975  graduate  of  Temple  Uni- 
versity School  of  Medicine.  Board  certified  in  in- 
ternal medicine.  For  further  information,  contact: 
the  Medical  Society  of  Delaware.  Telephone:  (302) 
658-7596. 


NUCLEAR  MEDICINE  PHYSICIAN:  Seeking  prac- 
tice  opportunity  in  Delaware.  Board  eligible  in 
nuclear  medicine  and  anatomic  pathology.  For 
further  information,  contact:  the  Medical  Society  of 
Delaware.  Telephone:  (302)  658-7596. 

BOARD  CERTIFIED  INTERNIST:  Interested  in 
relocating  to  the  State  of  Delaware.  Small  group 
or  two-man  practice  preferred.  Available  July  1, 
1980.  For  further  information,  contact:  the  Medi- 
cal Society  of  Delaware.  Telephone:  (302)  658- 
7596. 
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Ycilium  (diazepam/  Roche)  <S 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders; 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis; stiff-man  syndrome;  convulsive  disorders 
(not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies.  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 

Acute  narrow  angle  glaucoma;  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses.  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use,  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  |aundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy. 

Dosage:  Individualize  for  maximum  beneficial, 
effect.  Adults:  Tension,  anxiety  and  psycho- 
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FROM  THE  DELAWARE  CANCER  NETWORK* 

DATA  COLLECTION  AND  FOLLOW-UP  ON  1,000  DELAWARE 
PATIENTS  WITH  BREAST  CANCER 


Cora  L.  Hayward,  A.R.T. 
Joanne  M.  Pohlen,  R.N. 


July  31,  1980,  marks  the  end  of  the  sixth  and 
final  year  of  the  National  Cancer  Institute  sup- 
ported “Prototype  Demonstration  Projects  in 
Breast  Cancer.”  The  Delaware  Cancer  Network 
has  operated,  since  July  1974,  one  of  ten  projects 
in  the  United  States.  This  project  has  been  imple- 
mented under  the  leadership  of  Leslie  W.  Whitney, 
M.D.,  Principal  Investigator.  Locally,  this  state- 
wide project  is  known  as  the  Delaware  Breast 
Cancer  Management  Program. 

Program  emphasis  in  the  sixth  year  shifted 
away  from  direct  action  programming  in  pro- 
fessional and  public  education  to,  foremost,  con- 
centration on  data  collection  and  follow-up  of  the 
research  study  cohort.  This  cohort  represents 
1,000  Delaware  patients  with  all  stages  of  histo- 
logically confirmed  breast  cancer  entered  in  the 
study  between  1974-1978.  A major  purpose  in 
collecting  data  is  to  compare  actual  practices  with 
the  standards  suggested  in  the  published  editions 
of  the  Guide  to  Breast  Cancer  Management. 

The  research  study  cohort  provides  a means 
for  assessing  and  analyzing  the  techniques  em- 
ployed in  the  detection,  diagnosis,  staging,  treat- 
ment planning,  treatment,  rehabilitation,  and  con- 
tinuing care  of  breast  cancer  patients.  Also,  it 
provides  an  excellent  base  for  short-  and  long- 
term studies  associated  with  morbidity,  functional 
status,  and  mortality  of  breast  cancer  patients  in 
Delaware.  Financial  support  beyond  July  31, 
1980,  is  being  sought  to  continue  this  important 
site-specific  cancer  research. 

Cora  L.  Hayward  is  the  Project  Manager  of  the  Breast  Cancer 
& Colo-Rectal  Management  Programs  at  the  Delaware  Cancer 
Network,  Wilmington,  Delaware. 

Joanne  M.  Pohlen  is  an  Interviewer  and  Data  Analyst  at  the 
Delaware  Cancer  Network,  Wilmington,  Delaware. 


Our  mission  in  this  final  year  involved  an  as- 
sessment of  the  following  study  parameters:  mor- 
tality (by  site,  stage,  diagnosis,  pretreatment 
evaluation,  treatment  modality,  etc.),  continuity 
of  care,  rehabilitation  efforts,  morbidity  (recur- 
rence, other  diseases,  etc.),  and  quality  of  life 
(disability,  return  to  work,  social  function,  use 
of  supportive  services  in  Delaware). 

Staff  efforts  were  directed  towards  completing 
all  data  collection  instruments  which  comprised 
the  Patient  Management  Data  Collection  System. 
This  system  was  devised  to  permit  the  collection 
of  detailed  information  on  a variety  of  manage- 
ment techniques.  The  instruments  include  a pa- 
tient: 1)  management  form,  2)  annual  follow-up 
form,  3)  personal  history  form  and,  more  im- 
portantly, 4)  a consent  form.  The  methodology 
employed  to  assess  the  above  study  parameters 
included  an  active  role  by  support  personnel  of 
the  seven  network  affiliated  hospitals,  patient’s 
primary  physician  of  record,  Delaware  Cancer 
Reporting  Service  as  well  as  the  patient  herself. 

Through  a system  of  Network  Affiliation  Agree- 
ments, support  personnel,  particularly  tumor  regis- 
trars, assisted  in  providing  100%  documentation 
of  1,000  patient  management  forms.  This  form 
permits  recording  information  pertinent  to  the 
patient’s  surgical  and  medical  management  during 
the  course  of  hospitalization  for  initial  treatment 
of  breast  cancer. 

Additionally,  we  were  able  to  document  100% 
reporting  of  survival  information  on  the  annual 
follow-up  form.  This  was  accomplished  with  the 
help  of  both  the  physician  and  patient,  with  85% 


•An  NCI-supported  agency  located  at  1200  Jefferson  Street.  Wilmington.  Delaware  19801.  Tel.  (302)  428-2113. 
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completion.  The  remaining  15%  was  obtained 
from  the  Delaware  Cancer  Reporting  Service. 

Perhaps  the  most  innovative  staff  effort  in  this 
final  year  was  the  initiation  of  a program  of  direct 
contact,  via  mail,  with  the  consenting  patient. 
Of  the  67  Delaware  physicians  who  have  par- 
ticipated in  this  program,  98%  agreed  to  this  new 
approach.  The  major  thrust  of  the  program  was 
threefold:  1)  it  permitted  staff  to  maintain  an 
active  patient  file,  2)  it  provided  a mechanism  to 
fill  any  gaps  in  data  retrospectively,  and  3 ) it  per- 
mitted the  documentation  of  patient’s  demo- 
graphic characteristics,  social  and  medical  history 
on  the  personal  history  form.  Eighty-five  percent 
of  the  study  cohort  returned  personal  history 
forms.  We  were  overwhelmed  and  encouraged 
by  the  favorable  response,  to  this  direct-contact 
approach,  received  from  both  the  physician  and 
patient. 

A computer  derived  report  entitled  “Observa- 
tions on  1,000  Delaware  Breast  Cancer  Patients” 
has  been  distributed  to  physicians  who  have  par- 
ticipated in  the  program  as  well  as  network  affili- 
ates. Upon  request,  it  will  be  forwarded  to  inter- 
ested health  care  professionals.  The  interim  sta- 
tistical and  narrative  report  dealt  with  some  of 
the  following  topics:  1)  demographic  characteris- 
tics, 2)  detection  of  symptoms  and  practice  of 
breast  self-examination,  3)  tumor  classification, 
clinical  and  pathological,  4)  histological  classifica- 
tion, and  5)  mortality  and  cause  of  death. 

This  report  is  one  example  of  the  feedback 
mechanism  established  in  the  formative  stages  of 
program  development.  A final  report  will  be 
prepared  by  July  31,  1980. 

It  is  important  to  note  that  appropriate  pre- 
cautionary measures  have  been  taken  to  insure 
compliance  with  legislation  protecting  confidenti- 
ality of  all  patients.  No  patient-  or  physician- 
identifying  information  can,  under  penalty  of  law, 
be  disclosed  in  any  report,  including  those  reports 
made  to  personnel  of  the  National  Cancer  Insti- 
tute or  other  demonstration  projects. 

Copies  of  any  reports  or  publications  are  avail- 
able by  contacting  the  Delaware  Cancer  Network 
Office  (302)  428-2115. 
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PUBLIC  LAWS  — OUR  LEGISLATIVE  WATCHDOG 


The  Medical  Society  of  Delaware  provides  the  membership  with  surveillance  of 
Delaware  legislation.  The  Public  Laws  Committee  monitors  any  legislation  that 
will  affect  the  health  of  Delaware  citizens  or  the  practice  of  medicine.  Its  purpose 
is  to  develop  recommendations  for  the  Board  of  Trustees  on  legislation  affecting 
public  health  and  the  practicing  standards  for  physicians. 

Each  day  that  the  Legislature  is  in  session  the  bills  submitted  to  the  Legislature 
are  read  by  the  Society  staff.  From  these  proposals,  in  consultation  with  the  Chair- 
man of  the  Public  Laws  Committee,  medically  related  bills  are  selected  for  review. 
Committee  members  are  then  assigned  to  review  an  individual  bill  which  can  often 
be  lengthy  and  ambiguous. 

After  careful  assessment,  the  significant  points  of  a bill  are  presented  by  the 
reviewer  to  the  full  Public  Laws  Committee  during  a regularly  scheduled  meeting. 
The  Public  Laws  Committee  will  recommend  support,  no  support,  opposition, 
amendment  or  no  position.  If  the  legislation  requires  immediate  attention,  the 
Society  staff  will  start  the  action  by  presenting  the  Public  Laws  recommendation 
to  the  executive  officers  or  the  Board  of  Trustees  for  further  action. 

Action  taken  by  the  Medical  Society  of  Delaware  is  governed  by  the  importance 
of  the  legislation,  the  effect  a given  position  will  have  on  the  Society’s  other  legis- 
lative interests  in  Dover,  and  the  time  factor.  Once  a position  has  been  decided 
upon,  that  position  is  relayed  to  the  appropriate  legislators  by  the  Society  in  the 
form  of  correspondence,  direct  contact  by  physicians  or  the  legislative  representa- 
tive, prepared  testimony,  etc.  Statements  issued  from  the  Society  are  usually  effec- 
tive since  the  organization  is  well-recognized  for  its  responsible  position  in  the 
Delaware  community. 

Through  these  activities  the  Society  relieves  its  individual  members  of  the  re- 
sponsibility of  watching  what  is  happening  in  the  Delaware  General  Assembly. 

This  year’s  issues  have  included,  among  others,  the  areas  of  abortion,  workmen’s 
compensation,  DSMO,  revision  of  the  liability  insurance  law,  cancer  insurance,  drug 
paraphernalia,  school  bus  signs,  definition  of  death,  lighted  headlights  on  mopeds, 
funds  for  DAPI,  hazardous  waste  disposal,  and  physician  licensure. 

In  the  forthcoming  July  issue,  I will  address  the  function  of  the  Judicial  Council 
as  part  of  this  series  on  services  rendered  by  the  Medical  Society  of  Delaware. 
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SENATE  BILL  582 

This  presentation  was  given  by  Anne  Shane 
Bader,  Executive  Director  of  the  Medical  Society 
of  Delaware  at  a hearing  in  Wilmington,  Dela- 
ware, regarding  the  proposed  legislation  on  Work- 
men's Compensation,  S.B.  582. 

I am  distressed  that  I have  come  here  today 
without  the  medical  profession  being  given  ade- 
quate time  to  prepare  amendments  to  Senate  Bill 
582  which  was  introduced  late  last  Wednesday, 
May  14th.  In  fact,  it  was  impossible  for  us  to 
secure  a copy  of  Senate  Bill  582  until  yesterday. 

I shall  describe  those  areas  of  concern  to  us. 

Under  Section  2227  in  the  proposed  law,  an 
“administrative  hearing  officer”  will  have  authority 
“to  determine  the  necessity,  character,  and  suf- 
ficiency of  medical  services  to  be  furnished”  to  an 
injured  workman.  I interpret  this  to  mean  that 
doctors  will  have  to  get  the  permission  of  a hear- 
ing officer,  a non-doctor,  in  order  to  treat  the 
patient.  Moreover,  if  a doctor  wants  to  change 
the  course  of  the  patient’s  treatment,  the  permis- 
sion of  the  hearing  officer  is  required. 

Even  more  unsettling  is  Section  2228  on  Phy- 
sician Selection.  It  provides  that  the  employer 
maintain  a list  of  acceptable  physicians  and  that 
the  injured  claimant  is  required  to  pick  one  of 
those  physicians  as  the  treating  physician  unless 
permission  is  obtained  by  the  claimant  from  an 
administrative  law  judge  to  pick  a different  phy- 
sician to  treat  him  or  her.  Somehow,  I thought 
that  the  physician-patient  relationship  was  a per- 
sonal one  and  that  the  patient  ought  to  have  the 
right  himself  to  pick  any  physician  he  desired 
and  should  not  have  to  work  through  some  third 
party  coordinator. 

I also  call  your  attention  to  Section  2228 
which  indicates  that  physicians’  bills  will  not  be 


paid  for  unless  a report  is  rendered  within  15 
days  of  the  first  treatment.  I feel  that  this  time- 
frame  is  totally  unrealistic. 

And  lastly,  I want  to  refer  to  Section  2244. 
The  Board  of  Medical  Practice  is  not  set  up  for 
peer  review.  It  would  seem  that  it  would  be 
appropriate  for  the  Industrial  Accident  Board  to 
follow  the  scheme  already  used  by  the  Board  of 
Medical  Practice,  in  that  the  peer  review  is  con- 
ducted by  the  Medical  Society  of  Delaware,  and 
when  further  action  is  warranted,  referral  is  made 
to  the  Board  of  Medical  Practice. 

The  Board  of  Medical  Practice  does  not  have 
the  ability  to  judge  a fair  fee.  Traditionally,  the 
Board  has  not  considered  the  matter  of  a fair  fee 
because  their  general  power  and  duties  are  to 
oversee  physicians’  actions  as  they  relate  to  the 
health  of  the  citizens  of  the  State  of  Delaware, 
and  not  to  the  economics  of  the  citizens  of  Dela- 
ware. If  the  Board  of  Medical  Practice  pursued 
what  is  outlined  in  the  bill  it  could  be  considered 
to  be  creating  a monopoly  and,  in  fact,  be  setting 
fees. 

At  the  present  time  98%  of  the  physicians  in 
Delaware  are  paid  under  the  prevailing  fee  con- 
cept. For  each  of  the  past  three  years  Blue  Shield 
and  the  Medical  Society  of  Delaware  have  nego- 
tiated not  the  actual  charges  but  a percentage 
limit  on  increases  in  doctors’  prevailing  fees. 
These  prevailings,  the  top  fees  reimbursed  by 
Blue  Shield,  equal  the  highest  charges  made  by 
90%  of  Delaware  doctors  for  specific  procedures. 
Prevailing  fees  can  increase  no  more  than  the 
agreed-upon  percentage.  The  limits  are  supposed 
to  be  pegged  to  rises  in  the  cost  of  living  but  so 
far  have  trailed  inflation.  This  year,  the  negoti- 
ators tied  the  cap  to  the  Carter  administration’s 
6.5  percent  professional-fee  guideline;  when  in- 
flation soared  to  13  percent  the  cap  was  adjusted 
upward — to  1 0 percent.  I would  think  this  would 
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be  an  appropriate  mechanism  to  be  used  in  arriv- 
ing at  a fair  fee. 

Many  physicians  already  refuse  to  get  involved 
in  compensation  cases  because  of  the  insurance 
reporting  and  testifying  aspects  of  such  cases. 

With  this  legislation,  the  physicians  will  now 
be  subjected  to  second  guessing  the  quality  and 
type  of  treatment,  and  also  they  will  be  subjected 
to  prior  restraint  dictated  by  the  “hearing  officer,” 
on  the  type  of  treatment  they  can  render.  Phy- 


sicians will  refuse  altogether  to  treat  claimants; 
and  the  claimant  may  find  himself  without  a doc- 
tor. 

I believe  these  changes  must  be  made  in  order 
to  better  assure  a successful  endeavor.  I there- 
fore urge  you  to  think  carefully  and  give  serious 
consideration  to  the  implications  inherent  in  this 
bill. 

Delaware  may  indeed  find  itself  with  a group 
of  dissatisfied  physicians — and  patients. 


A MATTER  OF  LIFE 

by  Frank  M.  Levy 

One  of  the  things  that  makes  life  so  interesting  is  how  unpredictable 
it  is.  Out  of  the  blue,  the  salesman  lands  that  big  account  he’d  just 
about  given  up  hope  for. 

The  new  father  becomes  a new  father  three  times  over. 

The  girl  next  door  finally  sheds  her  braces,  and,  my  goodness,  she’s 
pretty  as  a picture. 

And  so  on,  through  whatever  it  was  that  happened  to  you  today  that 
took  you  by  surprise. 

Of  course  some  of  life’s  unpredictables  present  problems  that  demand 
instant  solutions.  There’s  illness,  for  instance — the  kind  that  lands  you 
flat  on  your  back  for  an  extended  period  of  time.  And  though  you’re 
temporarily  out  of  action,  your  monthly  bills  are  not.  They  keep  coming  around,  regular  as  clockwork. 

But  the  solution  for  this  is  readily  at  hand.  It’s  called  the  Provident  Mutual  Income  Protection  Plan, 
and  it’s  a winner.  With  it,  you  can  have  the  money  to  help  buy  food  and  clothing,  cope  with  the  mort- 
gage, attend  to  educational  needs  and  help  pay  taxes.  It  even  has  a built-in  buffer  against  inflation, 
since  it  provides  for  yearly  increases  in  the  monthly  indemnity  while  disabled. 

Get  in.  touch  with  me  about  it — at  203  Bellevue  Building,  100  Chapman  Road,  Newark,  Delaware 
19702  or  call  (302)  731-7350.  If  you  do,  will  it  give  you  considerably  less  to  worry  about?  Certainly. 


CORRECTION 

Editor's  Note : Please  make  note  of  the  following  correction  in  the  May  issue  of 
the  Journal  that  appeared  in  the  Editorial  section  within  the  article  by  Robert  C. 
Knowles,  M.D.,  on  Interpreting  Microbiology  Reports : What’s  Still  Not  Positive 
in  a Positive  Culture,  on  page  287  under  the  subtopic  Superficial  Wounds.  The 
next  to  last  sentence  should  have  read:  Four  out  of  five  wounds  with  colony  counts 
of  less  than  105  organisms  per  gram  will  accept  skin  grafts  or  heal  by  primary 
closure  whereas  four  out  of  five  wounds  with  colony  counts  of  greater  than  105 
organisms  per  gram  of  tissue  will  either  reject  a graft  or  fail  to  heal  on  primary 
closure. 
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Just  a Reminder... 

What  Blue  Cross  and  Blue  Shield  of  Delaware  does  not  cover. 


Blue  Cross  and  Blue  Shield  benefits  are  comprehensive  — 
but  there  are  limits.  Why?  With  restrictions,  health  benefits  are 
expensive.  Without  limits,  they’d  be  unaffordable. 

And,  all  of  us  have  an  interest  in  keeping  health  benefits 
affordable. 

What  is  not  covered?  Limits  are  spelled  out  in  virtually  all 
Blue  Cross  and  Blue  Shield  benefits  books  and  contracts.  But  — 
just  as  a reminder — we’ll  be  using  this  space  incoming  months 
to  discuss  procedures  and  services  which  are  not  covered. 

This  month:  Medically  Unnecessary  Admissions. 
Hospitalizations  which  are  not  medically  necessary  are  excluded 
from  Blue  Cross  coverage.  Examples  of  conditions  or  situations 
where  this  may  occur  are: 

• Obesity  admissions  to  a hospital  for  weight  control  by 
diet  and  physical  therapy  programs. 

• Rest  cures  for  a condition  which  can  be  treated  at 
home  but  the  patient  prefers  to  have  treatment  in  the 
hospital. 

• Custodial  care  when  the  patient  may  need  personal 
care  but  does  not  require  24  hour  medical  and 
nursing  care. 

In  coming  months  we’ll  discuss  other  Blue  Shield  coverage 
limitations. 


“Sorry,  Blue  Cross  and  Blue  Shield 
of  Delaware  doesn’t  cover  that 


Hearing  those  words  can  be  an 
unpleasant,  expensive  surprise.  That’s 
why  we'd  like  your  help  in  reminding 
patients  with  Blue  Cross  and  Blue  Shield 
benefits  what  services  are  not  covered. 


Blue  Cross 
Blue  Shield 

of  Delaware 


wnrlcin CJ  hard  in  rnntrnl  hoalfh  rare  rncfc  cn  Violn  nc 


elaware 
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DELAYED  MASSIVE  BLEEDING  FROM 
GASTRODUODENAL  ARTERY  DUE  TO 
TRANSDUODENAL  NEEDLE  BIOPSY  OF  PANCREAS 


Nagindas  M.  Vora,  M.D. 
Tadaie  Wakamatsu,  M.D. 


Introduction 

The  morbidity  and  mortality  from  pancreatic 
biopsy  have  been  substantial.  Pancreatitis,  hem- 
orrhage, infection,  and  fistula  have  been  described 
following  biopsy;  however,  delayed  massive  hem- 
orrhage has  not  previously  been  reported  as  a 
complication  of  pancreatic  biopsy.  Recently  we 
encountered  a patient  who  developed  massive 
delayed  hemorrhage  following  transduodenal  nee- 
dle biopsy  of  the  pancreas  at  which  time  arterial 
tissue  was  inadvertently  excised.  This  was  con- 
firmed by  histologic  examination  of  the  biopsy 
specimen  and  endoscopic  and  angiographic  ex- 
amination at  the  time  of  bleeding. 

Case  History 

T.Z.,  a 48-year-old  white  male,  had  undergone 
cholecystectomy  and  an  operative  cholangiogram 
1 1 days  prior  to  the  present  admission.  At  that 
time,  since  the  head  of  the  pancreas  felt  firm, 
a transduodenal  needle  biopsy  using  a “Tru-cut” 
needle  was  also  obtained.  No  unusual  bleeding 
was  encountered  at  the  time  of  performing  the 

Dr.  Vora  is  the  Chief  Surgical  Resident  at  the  Wilmington 
Medical  Center. 

Dr.  Wakamatsu  is  an  Assistant  in  the  Department  of  Surgery  at 
the  Wilmington  Medical  Center. 
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biopsy.  The  patient  had  an  uneventful  recovery 
during  which  time  the  hemoglobin,  hematocrit, 
serum  amylase,  and  lipase  remained  normal.  He 
was  discharged  on  the  fifth  postoperative  day. 
The  pathology  examination  of  the  tissues  revealed 
chronic  acalculous  cholecystitis  of  the  gallbladder. 
The  specimen  obtained  on  transduodenal  needle 
biopsy  failed  to  reveal  any  pancreatic  tissue,  but 
did  show  the  wall  of  a medium-sized  artery. 
(Figures  1 and  2) 

Eleven  days  after  the  operation,  the  patient 
was  seen  in  the  emergency  room  with  a history 
of  having  recently  passed  a large  amount  of  blood 
per  rectum  with  temporary  loss  of  consciousness. 
He  was  in  a state  of  shock,  with  cold  clammy 
extremities,  B.P.  of  60/40,  and  pulse  of  120/min. 
He  had  been  taking  Darvon  Compound  (Lilly) 

1 cap  tid  for  pain.  Alcohol  intake  was  denied. 
Other  pertinent  findings  on  physical  examination 
revealed  absence  of  jaundice,  no  cutaneous  pe- 
techia, and  a well  healing  scar  in  the  right  upper 
quadrant  of  the  abdomen.  The  liver  and  spleen 
were  not  palpable;  no  abdominal  tenderness  was 
elicited;  active  peristaltic  sounds  were  present. 
He  was  passing  large  amounts  of  bright  red  blood 
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FIGURE  1 

Low  power  view  of  tissue  obtained 
by  needle  biopsy  of  pancreas 
showing  fat  and  wall  of  medium 
sized  artery. 


per  rectum;  bright  red  blood  was  removed  from 
his  stomach  by  nasogastric  suction.  A Foley 
catheter  was  inserted,  and  intravenous  fluids  were 
administered.  The  admission  hemoglobin  and 
hematocrit  were  10.0  gm  and  30%  respectively, 
and  clotting  studies  were  normal.  During  the  first 
two  hours,  he  required  3000  cc  of  Ringer’s  lac- 
tate and  2000  cc  of  whole  blood  to  stabilize  his 
vital  signs.  Panendoscopy  performed  in  the 
emergency  room  revealed  normally  appearing 
gastric  mucosa,  pylorus,  and  first  part  of  duode- 


num. Active  bleeding  in  the  second  portion  of 
the  duodenum  near  the  ampulla  of  Vater  was 
visible. 

The  patient  was  transferred  to  the  x-ray  depart- 
ment where  a coeliac  axis  arteriogram  was  ob- 
tained. A large  collection  of  contrast  material 
was  noted  in  the  area  of  the  mid-descending 
duodenum.  (Figure  3)  A successful  occlusion 
of  the  gastroduodenal  artery  by  selective  emboli- 
zation with  particles  of  Gelfoam  (Upjohn)  was 


FIGURE  2 

Same  tissue,  under  higher  magni- 
fication. 
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FIGURE  3 

Transfemoral,  celiac  arteriogram 
showing  rapid  accumulation  of 
contrast  medium  in  mid-descend- 
ing duodenum. 


achieved  as  evidenced  by  postembolization  arterio- 
gram. (Figure  4)  The  vital  signs  of  the  patient 
stabilized  for  about  30  minutes  but  subsequently 
deteriorated.  By  this  time,  he  had  received  20 
units  of  whole  blood  and  appropriate  amounts  of 
platelets  and  fresh  frozen  plasma. 

He  was  then  taken  to  the  operating  room  where 
gastroduodenotomy  was  performed  and  the  bleed- 
ing point  located  in  the  periampullary  region.  A 
wedge  biopsy  of  the  ampulla  was  obtained;  the 
bleeding  point  was  oversewn,  and  pyloroplasty 


performed.  His  postoperative  recovery  was  un- 
eventful except  for  a wound  infection  which  was 
drained  on  the  seventh  postoperative  day.  The 
histopathologic  report  of  the  ampulla  biopsy  re- 
vealed congested  duodenal  mucosa  with  no  evi- 
dence of  malignancy. 

Discussion 

Lightwood  et  al  report  a morbidity  rate  of 
10%  and  mortality  rate  of  5%  following  trans- 
duodenal  biopsy  of  pancreas.1  In  his  series  of 
177  pancreatic  biopsies,  he  reported  three  in- 


FIGURE  4 

Celiac  arteriogram  after  emboli- 
zation of  gastroduodenal  artery 
showing  cessation  of  accumula- 
tion of  contrast  medium  in  de- 
scending duodenum. 
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Deaths 


stances  of  serious  hemorrhage;  however,  all  three 
were  intraoperative.  Isaacson  reported  no  oc- 
currence of  bleeding  following  64  cases  of  trans- 
pancreatic  and  transduodenal  needle  biopsies  of 
pancreas.2 

Our  patient  developed  delayed  massive  upper 
gastrointestinal  bleeding  following  transduodenal 
needle  biopsy.  After  selective  embolization  of  the 
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MORRIS  HARWITZ,  M.D. 

Morris  Harwitz,  aged  78,  died  January  25, 
1980. 

A family  physician,  he  became  a staff  member 
of  the  Wilmington  General  Hospital  following 
graduation  from  Jefferson  Medical  College  in 
1926. 

Dr.  Harwitz  was  an  active  physician  who  was 
particularly  interested  in  treating  the  patient  as  a 
whole  person.  Thus,  he  was  most  suited  for  his 
years  as  a guest  commentator  on  a WILM  radio 
talk  show.  Known  as  “Doctor  X,”  he  would 
answer  medical  and  religious  questions  presented 
by  the  listeners. 

Dr.  Harwitz  was  a member  of  the  New  Castle 
County  Medical  Society,  the  Medical  Society  of 
Delaware,  and  the  Delaware  Academy  of  Medi- 
cine. 

He  is  survived  by  his  wife,  Fannie  S.;  three 
sons,  Gordon  R.  of  Huntington,  New  York,  Dr. 
Daniel  G.  of  North  Miami  Beach,  Florida,  and 
Paul  E.  of  Sherman  Oaks,  California;  two 
brothers,  Martin  of  Alexandria,  Virginia,  and  Ed- 
ward of  Gaithersburg,  Maryland;  and  two  grand- 
sons. 

Charles  M.  Bancroft,  M.D. 

% « 

WILLIAM  C.  PRITCHARD,  JR.,  M.D. 

On  November  8,  1979,  William  C.  Pritchard, 


gastroduodenal  artery  failed  to  stop  the  hemor- 
rhage, successful  surgical  control  of  the  bleeding 
was  achieved.  In  our  review  of  recent  literature 
on  pancreatic  biopsy,  we  were  unable  to  find  a 
similar  case  report. 
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Jr.,  died  after  a lengthy  illness. 

Born  in  Philadelphia  on  November  24,  1912, 
he  graduated  from  the  University  of  Pennsylvania 
in  1934  and  received  his  medical  degree  from 
Temple  University  School  of  Medicine  in  1938. 
After  serving  a two-year  internship  at  Temple 
Hospital  in  Philadelphia,  he  moved  to  Smyrna  as 
a family  practitioner  in  1940.  His  father  was 
Professor  of  Embryology  and  Histology  at  Temple 
University  School  of  Medicine  in  the  early  part  of 
this  century. 

With  the  onset  of  World  War  II,  his  enlistment 
was  refused  because  of  a longstanding  dysfunc- 
tion following  a high  school  football  injury.  In- 
stead, he  served  with  one  other  physician  in  the 
Smyrna  area  doing  family  practice  and  obstetrics 
during  the  World  War  II  period. 

In  May,  1937,  he  married  Marion  R.  Hirst. 
An  extremely  dedicated  physician  with  a likeable 
personality,  he  was  active  in  the  local  hospitals 
as  well  as  the  Kent  County  Medical  Society  and 
the  Medical  Society  of  Delaware.  Particular  hob- 
bies were  golf  and  boating. 

He  is  survived  by  his  wife  and  five  sons,  Wil- 
liam C.,  III,  and  James  H.,  both  of  Dover,  Barry 
H.  of  Chicago,  Robert  E.  of  Rehoboth  Beach, 
and  Glenn  A.  of  Thule,  Greenland,  and  four 
grandchildren. 

J.  Stites  McDaniel,  M.D. 

Charles  M.  Bancroft,  M.D. 
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THE  INCIDENCE  OF  PANCREATIC  CANCER 
AT  KENT  GENERAL  HOSPITAL 


John  A.  Forest,  B.A. 


This  paper  is  an  analysis  of  the  29  cases  of 
pancreatic  cancer  treated  at  Kent  General  Hos- 
pital in  Dover,  Delaware,  during  the  years  1968 
through  1978.  Comparison  with  results  from 
other  studies  and  with  national  averages  for  pan- 
creatic cancer  have  been  made. 

Materials  and  Methods 

The  charts  of  all  patients  coded  “pancreatic 
cancer”  (33)  by  the  records  department  during 
the  years  1968  through  1978  were  reviewed. 
Only  those  cases  of  primary  cancer  of  the  pan- 
creas (29)  were  then  considered  for  further 
study.  Clinical  data  and  follow-up  information 
obtained  from  the  patients’  medical  records  in- 
cluded the  patient’s  residence,  occupation,  family 
history,  past  history,  symptoms,  and  treatment. 

Results 

Of  the  29  patients  studied,  all  died  at  Kent 
General  Hospital  or  were  discharged  as  terminal, 
and,  for  the  purpose  of  this  study,  were  assumed 
to  have  died  within  one  year’s  time.  The  average 
age  at  time  of  death  was  65  years.  The  average 
period  of  time  between  a conclusive  diagnosis 
and  the  time  of  death  was  8.5  months. 

Sex  and  Race 

The  study  group  consisted  of  19  males 
(65.5%)  and  ten  females  (34.5%).  Of  these, 
90%  were  Caucasian,  and  10%  Negro.  The 
members  of  this  group  represented  a variety 
of  occupations  which  included  housewives,  engi- 
neers, factory  workers,  fishermen,  pharmacists, 
and  laborers.  Five  male  members  of  this  group 
had  been  in  the  military,  although  none  was  in 
the  service  at  the  time  of  death. 

Mr.  Forest,  a member  of  the  1982  Class  at  Temple  University 
School  of  Medicine,  was  awarded  an  ACS— Delaware  Division  grant 
for  a summer  work-study  program  at  Kent  General  Hospital.  This 
paper  was  prepared  as  an  assignment  under  the  direction  of 
Rhoslyn  J.  Bishoff,  M.D. 
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Residence 

With  the  exception  of  one  woman,  all  of  the 
patients  were  residents  of  Delaware  at  the  time 
of  their  diagnosis.  Of  these,  17  were  from  the 
Dover  area,  five  were  from  Smyrna-Clayton, 
three  were  from  Camden-Wyoming,  and  the  re- 
maining three  were  from  small  towns  in  Kent 
County.  Generally  speaking,  the  group  consisted 
of  long-time  Delaware  residents  with  19  having 
lived  in  Delaware  for  more  than  25  years,  three 
between  ten  and  25  years,  four  between  five  and 
ten  years,  and  only  two  in  Delaware  for  less  than 
five  years. 

Family  and  Past  Histories 

The  family  histories  were  unremarkable.  Only 
two  members  of  the  group  reported  any  members 
of  their  family  having  cancer  of  any  type.  Two 
others  reported  family  members  with  diabetes. 

Three  members  of  the  group  had  been  diag- 
nosed and  treated  for  cancers  previously.  One 
of  these  was  a woman  with  squamous  cell  carci- 
noma of  the  tongue  and  floor  of  the  mbuth,  diag- 
nosed one  year  prior  to  the  discovery  of  her 
pancreatic  cancer.  She  had  been  treated  by 
chemotherapy.  The  other  patients  were  diag- 
nosed and  treated  successfully  many  years  prior 
to  the  discovery  of  their  pancreatic  cancer.  One 
patient  had  had  a radical  mastectomy  in  1929, 
while  the  other  had  been  treated  with  cobalt  for 
a malignant  bladder  tumor  in  1963. 

Other  positive  past  histories  included  three  in- 
stances of  diabetes,  two  of  gout,  and  two  of  re- 
curring phlebitis.  Eight  members  of  the  group 
were  or  had  been  heavy  drinkers  (two  of  whom 
reported  having  quit),  three  were  moderate  drink- 
ers, and  1 1 had  never  consumed  alcohol.  There 
were  eight  persons  whose  records  did  not  men- 
tion alcohol  consumption.  Twelve  members  of 
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the  group  were  smokers,  two  of  whom  had  re- 
cently quit.  There  were  12  non-smokers  and 
five  whose  records  did  not  mention  the  use  of 
tobacco. 

Symptoms 

The  mentioned  symptoms  included  weight  loss, 
anorexia,  jaundice,  dark  urine,  pale  feces,  ab- 
dominal pain,  back  pain,  nausea,  vomiting,  fever/ 
chills,  constipation,  enlarged  abdomen,  and  ab- 
dominal masses.  The  percentages  with  these 
symptoms  are  comparable  to  those  percentages 
obtained  by  Fitzgerald,  Fortner,  and  Watson,  in 
their  study  of  184  cases  of  pancreatic  cancer.1 
(Table  1) 

Laboratory  Tests 

Our  survey  showed  the  following  tests  above 
normal:  alkaline  phosphatase  (15  patients), 

SGOT  (11),  bilirubin  (7),  amylase  (6),  LDH 
(30),  and  CEA  ( 1 ).  Each  of  these  tests  was  not 
done  on  all  members  of  this  study. 

Diagnosis 

In  most  patients  (23),  the  conclusive  diag- 
nosis was  made  by  exploratory  laparotomy.  In 
four  instances  the  diagnosis  was  not  made  until 
autopsy.  In  one  patient  the  diagnosis  was  made 
at  the  time  of  an  unrelated  surgical  procedure. 


TABLE  1 

PERCENTAGE  OF  PATIENTS  PRESENTING 
WITH  STATED  SYMPTOMS 

Study  by 


Weight  loss 

Our  Study 
77% 

Fitzgerald, 

74% 

Anorexia 

55% 

60% 

Jaundice 

55% 

68% 

Dark  urine 

38% 

62% 

Pale  feces 

58% 

65% 

Abdominal  pain 

69% 

63% 

Back  pain 

31% 

39% 

Nausea 

31% 

— 

Vomiting 

38% 

— 

Fever/Chills 

17% 

— 

Constipation 

7% 

— 

Enlarged  abdomen 

34% 

— 

Abdominal  masses 

17% 

— 

In  another,  the  diagnosis  was  made  solely  on  the 
basis  of  the  individual’s  symptoms  and  physical 
and  was  never  confirmed  because  an  autopsy  was 
refused. 

Tumor  Location 

In  19  patients  the  tumor  was  located  in  the 
head  of  the  pancreas;  in  four  cases,  in  the  body; 
and  in  one,  in  the  tail.  Twice,  the  tumor  was 
found  to  occupy  an  area  comprising  both  the 
body  and  the  head  of  the  pancreas;  in  one  pa- 
tient it  occupied  both  the  head  and  the  tail.  The 
records  did  not  mention  the  specific  location  of 
the  tumor  in  two  instances. 

Treatment 

Treatment  was  divided  into  three  broad  cate- 
gories: operable,  in  which  the  tumor  was  resected 
(three  patients),  inoperable  (22  patients),  and 
untreated  (four  patients).  Most  of  those  con- 
sidered to  be  inoperable  had  palliative  surgery 
at  the  time  of  diagnosis.  Of  the  three  resected 
tumors,  two  were  located  in  the  head  of  the  pan- 
creas; the  third  was  located  in  the  body.  This 
latter  resection  was  considered  palliative  by  the 
surgeon.  Other  treatments  used  included  chemo- 
therapy, 5-Fluorouracil  being  the  most  common 
(eight  instances).  Mitomycin  was  used  in  one 
case,  as  was  radiotherapy. 

Discussion 

Kent  General  Hospital  in  Dover  serves  the  area 
of  Kent  County,  which,  by  1977  statistics  from 
the  County  Office  of  Management  and  Planning, 
has  a population  of  93,500.  That  those  treated 
at  Kent  General  are  largely  from  Kent  County 
is  illustrated  by  the  fact  that  of  the  29  people 
in  this  study,  only  one  did  not  reside  in  Kent 
County.  Therefore,  the  yearly  incidence  of  pan- 
creatic cancer  in  Kent  County  can  be  estimated 
as  being  3.1/100,000.  Nationally,  pancreatic 
cancer  comprises  3%  of  all  cancers  and  5%  of 
all  cancer  deaths  in  both  male  and  female.2  The 
death  rate  in  1973  was  9.6/100,000  for  whites, 
and  11.3/100,000  for  non-whites.  The  five-year 
survival  rate  is  1%  for  males  and  2%  for  fe- 
males.3 

Originally  it  was  thought  by  the  staff  that  the 
rate  of  pancreatic  cancer  at  Kent  General  was 
alarmingly  high.  This  study  shows  that  this  is 
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not  the  case  and  that  the  rate  is,  in  fact,  actually 
lower  than  that  of  the  US.  The  results  of  this 
study  also  indicate  that  pancreatic  cancer  is  not 
associated  with  race,  occupation,  or  place  of 
residence  within  Kent  County.  Nearly  two  times 
as  many  males  were  affected  as  females  in  this 
study. 

The  major  conclusion  that  can  be  drawn  from 
this  study  is  that  the  incidence  and  distribution 
of  pancreatic  cancer  in  Kent  County  do  not  differ 
significantly  from  that  of  the  United  States,  and 
that  the  problems  of  early  diagnosis  and  treatment 
associated  with  this  disease  are  applicable  there 
as  well  as  elsewhere. 

In  the  years  between  1940  and  1969  there  has 
been  no  improvement  in  the  percentages  of  cancer 
localized  to  the  pancreas.1  Recently,  however,  a 
number  of  studies  have  described  methods  intent 
on  the  early  diagnosis  of  pancreatic  cancer.  In 
a study  of  current  diagnostic  tests  for  pancreatic 
cancer  by  DiMagno,  Malagelada,  and  Taylor,  it 
was  suggested  that  when  pancreatic  cancer  is 
suspected,  an  abdominal  ultrasound  study  should 


be  performed  first,  and  that  if  this  is  negative,  then 
pancreatic  function  tests  should  follow.4  A posi- 
tive result  for  either  of  these  studies  would  indi- 
cate that  endoscopic  retrograde  pancreatography 
be  done  for  a positive  diagnosis.  With  this 
schema  it  was  found  that  89%  of  those  with 
pancreatic  cancer  could  be  identified.4  The  prob- 
lem with  this  procedure  is  that  of  all  diagnostic 
programs  for  pancreatic  cancer:  by  the  time  the 
patient  manifests  symptoms  suggesting  pancreatic 
cancer,  it  is  often  too  advanced  to  treat  effec- 
tively. 

Still,  with  the  recent  availability  of  ultrasound 
equipment  at  most  hospitals,  ultrasonic  examina- 
tion may  prove  worthwhile  in  ongoing  attempts 
to  provide  earlier  diagnosis  and  incieased  sur- 
vival time. 
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COVERT  BACTERIURIA  — 
PERIL  OR  PARTNERSHIP?* 


A.  W.  Asscher,  M.D. 


In  hospital  practice  chronic  pyelonephritis  is 
still  an  important  cause  of  end-stage  kidney  failure 
even  though  effective  treatment  for  urinary  tract 
infection  (UTI)  has  been  available  for  more  than 
40  years.1  Similarly,  in  general  practice  UTI 
remains  a major  source  of  morbidity,  with  annual 
consultation  rates  of  12  per  1,000  consultations.2 
One  reason  for  this  therapeutic  failure  might  be 
that  UTI  often  remains  undetected  and  untreated. 
Such  covert  UTI’s  might  be  the  source  of  the  con- 
tinuing morbidity  and  mortality,  and  since  they 
can  be  detected  simply  and  cheaply,  the  question 
arises  whether  screening  for  them  has  preventive 
value.  To  answer  this  it  is  essential  to  under- 
stand the  relation  of  covert  to  overt  UTI,  to  elu- 
cidate the  long-term  sequelae  of  the  former  and  to 
study  their  response  to  treatment. 

Whether  or  not  UTI  produces  symptoms  de- 
pends on  differences  in  host  parasite  relations. 
In  covert  UTI’s  rough,  untypeable  strains  of  E. 
coli  are  more  often  isolated  than  in  overt  UTI’s3 
and  correspondence  between  the  urinary  and 
fecal  strains  of  E.  coli  are  less  often  observed.4 
These  observations  indicate  that  the  surface  struc- 
ture of  bacteria  isolated  from  covert  UTI  may 

*This  article  is  an  updated  version  of  a paper  previously  pub- 
lished in  the  British  Medical  Journal  1:1649-1650,  1978. 
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have  been  altered,  possibly  as  a result  of  the 
action  of  locally  produced  S IgA.3  Several  find- 
ings are  in  accord  with  this.  Strains  isolated  from 
covert  UTI  are  less  antigenic6  and  show  less  ad- 
herence to  uroepithelial  cells  than  isolates  from 
symptomatic  cases.7  Also  new  UTI’s  which  follow 
initially  successful  treatment  are  more  often  asso- 
ciated with  symptoms  than  in  untreated  or  un- 
successfully treated  cases.8  This  would  suggest 
that  covert  UTI  represents  a symbiosis  which  is 
better  left  undisturbed  by  treatment.  There  is  at 
least  one  important  exception  to  this  concept, 
namely  in  the  pregnant  woman  with  symptomless 
UTI,  in  whom  there  is  a 30%  chance  of  the  de- 
velopment of  acute  pyelonephritis,  a risk  which 
can  be  avoided  by  the  detection  and  treatment 
of  UTI  by  routine  urine  screening  in  the  antenatal 
clinic.9 

The  long-term  consequences  of  covert  UTI  in 
adults  and  children  have  been  studied  by  several 
groups.  Although  25%  of  such  adults  have  kid- 
ney scars,  the  damage  does  not  seem  to  progress, 
provided  there  are  no  complicating  factors  such 
as  hypertension,  obstruction,  excessive  analgesic 
intake,  diabetes  mellitus,  or  urolithiasis.10 12  There 
is  much  evidence  to  suggest  that  kidney  damage 
due  to  UTI  develops  in  early  childhood.  In 
recent  years  four  studies  of  schoolgirls  with  covert 
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UTI  and  the  effect  of  its  treatment  have  been 
undertaken.13 16  The  findings  of  three  of  these 
studies  have  now  appeared.  In  Dundee  60  girls 
aged  five  to  eight  years  were  followed  for  two 
years.  One  of  the  26  children  who  received 
treatment  and  3 of  the  34  children  who  were  left 
untreated,  developed  new  scars.  In  Goteborg, 
116  girls  aged  7-15  years  were  followed  for  three 
years.  Only  girls  with  normal  radiographs  were 
allocated  to  the  controlled  treatment  trial.  It 
was  found  that  in  these  girls  persistent  UTI  did 
not  lead  to  kidney  scarring  and  that  UTI  alone 
did  not  affect  either  urinary  concentrating  power 
or  kidney  growth.  In  the  Cardiff/Oxford  study 
208  schoolgirls  aged  5-12  were  followed  for  four 
years.  They  were  randomly  allocated  to  a treat- 
ment and  a control  group  irrespective  of  the 
radiographic  findings.  As  in  the  Goteborg  study, 
kidneys  that  were  not  scarred  initially  remained 
unscarred  and  their  growth  was  unimpaired  even 
in  the  presence  of  persistent  UTI  or  vesico- 
ureteric  reflux  (VUR)  or  both.  However,  in  12 
of  44  girls  in  whom  the  kidneys  were  scarred 
initially  the  scarring  had  progressed  by  the  end 
of  four  years.  The  features  of  this  high  risk  group 
were  that  VUR  was  present  in  all  and  that  UTI 
was  present  for  more  than  two  years  in  all  except 
one.  Since  2%  of  apparently  healthy  schoolgirls 
have  covert  UTI,  the  data  from  the  Dundee  and 
Cardiff/Oxford  studies  indicate  that  approxi- 
mately one  in  every  1,000  schoolgirls  suffers 
progressive  kidney  damage. 

This  remarkable  frequency  is  not  reflected  in 
the  incidence  of  end-stage  kidney  failure  in  young 
women.  The  question  therefore  arises:  what  causes 
kidneys  with  focal  scarring  to  fail?  Several  pos- 
sible mechanisms  may  be  involved.  They  include 
the  development  of  hypertension,  the  effect  of 
back-pressure  due  to  associated  VUR,  whether 
or  not  glomerular  disease  accompanies  the  VUR,17 
and  finally,  the  possible  deleterious  effect  of  per- 
sistent or  recurrent  UTI.  Both  the  frequency  of 
progression  of  focal  scarring  to  kidney  failure 
and  the  relative  importance  of  the  factors  in- 
volved in  this  progression  need  further  evalua- 
tion. 

Since  the  new  kidney  scars  rarely  develop  after 
the  age  of  four  years,18  it  is  evident  that  screening 
schoolgirls  for  covert  UTI  has  little  to  offer  if 
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scarring  is  to  be  prevented.  To  achieve  such  pre- 
vention screening  must  be  carried  out  at  an  earlier 
age.  The  central  importance  of  VUR  in  the 
pathogenesis  of  kidney  scars  associated  with  UTI 
is  evident.  In  particular  the  more  severe  degrees 
of  VUR,  which  before  the  age  of  four  may  be 
associated  with  intrarenal  reflux,  predispose  to 
kidney  scarring.18  There  is  therefore  a need  to 
develop  a screening  procedure  for  VUR  in  infants 
and  preschool  children.  At  present  the  best 
method  is  to  screen  for  UTI,  but  this  is  not  fool- 
proof. The  Cardiff/Oxford  group  showed  that 
during  the  first  year  of  follow-up  of  27  untreated 
bacteriuric  girls  with  VUR,  bacteriuria  cleared  in 
six,  even  though  the  VUR  persisted.19  Better 
methods  are  needed  and  several  have  been  ex- 
plored. The  detection  of  anti-Tamm  Horsfall 
antibody  proved  unhelpful.12  Screening  relatives 
of  patients  with  VUR  yields  a more  increased 
prevalence  of  VUR  than  in  the  general  popula- 
tion.20-21 A weak  association  of  VUR  with  HLA 
B12  has  been  shown.22  Even  when  an  acceptable 
technique  for  the  detection  of  VUR  in  the  very 
young  has  been  found,  controlled  trials  of  medi- 
cal versus  surgical  treatment  will  be  required  to 
establish  the  optimum  method  of  preventing  kid- 
ney damage  associated  with  VUR  and  UTI. 
There  is  still  a long  way  to  go  before  chronic 
childhood  pyelonephritis  can  be  prevented.  Mean- 
while we  may  be  able  to  arrest  its  progress  by 
early  detection  and  control  of  raised  blood  pres- 
sure, by  long-term  antibacterial  therapy23  and 
possibly  also  by  surgical  treatment  of  the  most 
severe  grades  of  VUR.24  25 
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There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 


Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor's  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month's  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor's  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH1-’  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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finding  new  ways  to  aid  the  handicapped . . .through 

Comfort  • Security  • Mobility  • Freedom 


CUSHION-LIFT  CHAIRS0  The  way  to  a more  normal  life. 


ADAPTIVE  WHEELCHAIRS 


unique  answers  to  the  therapeutic  and  comfort 
needs  of  handicapped  children  and  adults. 


Other  Aids  for  Health  and  Fitness 

• BATH  LIFTS 

• EXERCYCLES 

• PULSE  METERS 

• Tunturi  ERGOMETERS 

and  HOME  CYCLES 

• Tunturi 

ROWING  MACHINES 

• TREADMILLS 

Electric  and  Manual 


EXERCISE  OF  DELAWARE,  INC. 

Distributor  for  ORTHO-KINETICS,  Inc.,  Products  of  Medical  Engineering  Science 


822  W.  Basin  Road,  New  Castle,  Delaware  19720,  Telephone  (302)  322-2003 


HOW  IS  THE  INCREASING  DOCTOR  SUPPLY 
AFFECTING  INTER-DOCTOR  ARRANGEMENTS? 


Leif  C.  Beck,  LL.B.,  CPBC 
Vasilios  J.  Kalogredis,  J.D.,  CPBC 
Geoffrey  T.  Anders,  J.D.,  CPA 


The  increasing  number  of  new  physicians 
finishing  medical  school  and  residency  training 
each  year  is  becoming  more  and  more  a factor 
in  health  planning.  Even  The  Wall  Street  Journal 
recently  featured  the  trend  in  a page  one  article 
exploring  the  “surplus  of  M.D.’s.”1  As  manage- 
ment consultants  and  attorneys  for  so  many  medi- 
cal groups  and  individual  physicians,  we  are  par- 
ticularly concerned  what  this  fast-developing  trend 
will  mean  to  our  clients. 

The  subject  has  so  far  had  little  written  com- 
ment because  it  is  sneaking  up  rather  quietly  on 
physicians.  Thus  we  consider  this  article  to  be 
one  of  the  first  critical  discussions  of  how  the 
increasing  doctor  supply  is  actually  affecting 
medical  practice  arrangements.  The  effects  are 
several.  They  vary  depending  on  the  age,  spe- 
cialty, and  experience  of  the  doctor(s)  involved. 
And  they  are  continuing  to  change  as  the  supply/ 
demand  situation  moves  inexorably  onwards. 

Hiring  a New  Associate 

Medical  practices  have  over  the  past  ten  years 
been  uniquely  generous  in  hiring  new  doctors. 
Other  professionals,  particularly  attorneys  and 
accountants,  were  hard  put  to  understand  their 
doctor-clients’  hiring  at  $40,000  salaries  and  creat- 
ing full  income  parity  in  just  two  or  three  years. 
Yet  the  nature  of  medical  practice  and  the  com- 
petition for  additional  well-qualified  specialists 
justified  that  treatment.  We  followed  the  trend 

Messrs.  Beck,  Kalogredis,  and  Anders  are  the  principal  consult- 
ants of  Management  Consulting  for  Professionals,  Inc.,  Bala  Cyn- 
wyd,  Pennsylvania. 
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by  almost  automatically  assuming  that  young 
doctors’  starting  pay  would  be  at  least  $5,000  or 
higher  each  year  than  the  prior  year. 

Now  there  is  noticeable  evidence  of  an  opposite 
trend.  Despite  the  continuing  inflation,  we  have 
not  seen  new  physicians’  starting  salaries  increase 
particularly  over  the  past  couple  of  years.  Offers 
ranging  from  $30,000  in  primary  care  to  $40,000 
in  various  subspecialities  (and  perhaps  $45,000 
or  even  $50,000  in  some  specialties  such  as  radi- 
ology and  anesthesiology)  appeared  normal  in 
1978  and  again  in  1979.  They  also  seem  to  be 
quite  reasonable  offers  for  July,  1980  hirings,  and 
we  wonder  if  they  might  continue  to  be  nearly 
stable  into  1981.  Salary  levels  that  do  not  in- 
crease by  at  least  10%  per  year  over  the  several 
years  involved,  are  indeed  “lower”  in  terms  of 
real  dollars. 

The  trend  which  we  notice  among  small  medi- 
cal practices  has  similarly  been  observed  at  the 
large,  multispecialty  clinic  level.  In  1979,  Medi- 
cal Economics  magazine,  for  example,  surveyed 
many  clinic  administrators  and  found  that  recruit- 
ing of  well-qualified  new  physicians  was  becoming 
both  easier  and  less  costly.2  Our  experiences 
with  large  clinic  clients  are  the  same. 

While  medical  practice  decisions  must  be  “eco- 
nomic,” just  like  those  of  any  other  business,  the 
hiring  physicians  are  not  necessarily  being  selfish 
in  holding  down  their  salary  offers.  There  are 
typically  more  doctors  of  the  same  specialty 
“competing”  for  the  same  patient  base  than  the 
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hiring  doctors  experienced  just  a few  years  ago. 
Thus,  we  see  a bona  fide  uncertainty  among  ex- 
isting practices  whether  they  can  expand  rapidly 
enough  to  afford  additional  doctor  salaries. 

In  effect,  even  a very  busy  senior  doctor  now 
worries  whether  he  can  maintain  his  own  income 
and  pay  $50,000  or  more  (including  increased 
expenses)  to  support  an  associate.  As  inflation 
ravages  his  household  and  his  children’s  tuitions, 
the  senior  doctor  understandably  resists  offering 
more  starting  salary  than  absolutely  necessary. 

On  the  other  side,  the  young  doctors  are  find- 
ing fewer  opportunities  to  start  practices  “from 
scratch”  and  become  highly  paid  in  just  a few 
years.  Thus,  more  of  them  seek  to  join  good 
existing  practices  at  the  same  time  as  the  seniors 
are  pulling  back.  A classic  example  of  the  law 
of  supply  and  demand  is  at  work,  and  it  will  un- 
doubtedly continue  to  squeeze  young  doctors. 

One  of  our  oft-described  employment  features 
may  become  more  useful  in  view  of  these  circum- 
stances. A senior  doctor  (or  a group  of  them), 
unsure  whether  he  can  afford  a new  associate, 
might  lower  the  basic  starting  salary,  thereby 
somewhat  reducing  the  financial  risk.  In  turn, 
he  might  promise  additional  pay  once  he  breaks 
even  financially  on  the  new  doctor’s  involvement 
— perhaps  by  paying  “incentive  compensation” 
geared  to  practice  gross  or  net  income  over  the 
agreed  break-even  figure.  In  this  manner  the 
senior (s)  will  have  some  insulation  against  risk, 
while  the  new  doctor  will  be  assured  of  a better 
income  if  he  can  in  fact  carry  his  cost. 

The  increasing  doctor  supply  also  makes  “re- 
strictive covenants”  much  more  important  to  the 
hiring  doctors  or  groups.  Physicians  have  often 
in  the  past  disdained  them  as  being  unnecessary 
since  there  were  more  than  enough  patients  to 
serve  with  or  without  a new  doctor’s  competition. 
Now,  however,  there  is  a real  concern  that  an 
associate  who  leaves  after  one  year  could  siphon 
away  some  of  the  practice  and  that  the  seniors 
could  not  recoup  the  loss.  The  senior  doctors  are 
much  more  leery  of  staking  a potential  competitor 
as  he  develops  his  patients  and  referrals  at  his  em- 
ployer’s expense.  Requiring  a promise  not  to 
enter  competitive  practice  at  the  end  of  the  em- 
ployment, which  is  enforceable  if  reasonably 


drafted,  is  thus  becoming  an  important  by-pro- 
duct of  the  changing  economics. 

Purchase  and  Sale  of  a Practice 

The  supply-demand  factors  clearly  make  suc- 
cessful medical  practices  increasingly  valuable. 
The  physician-owner  of  a practice  is  able  to  earn 
considerable  income,  while  others  are  becoming 
foreclosed  from  the  ability  to  start  comparably 
successful  work.  In  turn,  young  doctors  more 
often  consider  purchasing  existing  practices,  and 
seniors  begin  to  realize  that  they  may  sell  their 
practices  just  like  any  other  items  of  property. 
To  the  extent  the  purchase  price  exceeds  the 
value  of  actual  physical  facilities  (office  building, 
medical  equipment,  and  the  like),  it  is  paid  for 
“goodwill.” 

In  the  years  of  physician  scarcity,  there  was 
little  or  no  goodwill  value  to  most  types  of  medi- 
cal practices.  We  had  testified  in  various  courts 
of  law,  after  considerable  survey  and  research, 
that  a number  of  specialties  had  no  goodwill — 
no  one  would  have  “purchased”  the  practices  in- 
volved. Young  doctors  could  just  as  easily  have 
started  their  own  successful  offices  or  joined 
groups  eager  for  top-flight  help;  in  effect,  there 
was  no  “market.” 

Even  when  goodwill  value  was  recognized,  the 
figures  were  moderate.  Many  consultants  used 
20%  of  a year’s  gross  income  and/or  33-1/3% 
of  a year’s  net  income  as  starting  points  for  such 
valuations. 

Now,  however,  those  guidelines  are  meaning- 
less. Doctors  planning  to  retire  have  in  various 
specialties  asked  for  prices  equal  to  100%  of 
their  practices’  annual  net  incomes,  and  in  a few 
recent  cases  the  figures  have  been  one  year’s 
gross  income.*  Young  doctors  have  at  least  seri- 
ously considered  accepting  these  offers,  even 
though  the  figures  have  often  been  ultimately  re- 
fused (with  some  emotional  wrenching)  or  else 
negotiated  downward. 

We  no  longer  feel  truly  confident  that  we  or 
anyone  else  can  reliably  determine  a practice’s 
goodwill  value.  The  times  seem  to  be  changing 

'Accounting  practices  have  often  “sold”  for  one  year’s  gross  in- 
come over  the  years,  leading  us  to  question  critically  whether 
such  medical  practice  offers  were  suggested  realistically  or  on  the 
strength  of  accountants’  uncritical  and  traditional  experiences. 
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so  fast  on  this  issue  that  our  advice  to  a senior 
(selling)  doctor  is  guarded.  He  should  suggest 
a considerable  price,  approaching  or  even  exeed- 
ing  one  year’s  net  income  depending  on  all  the 
circumstances,  and  then  be  prepared  to  hold  fast 
or  negotiate  downward  depending  on  the  young 
(buying)  doctor’s  responses.  The  resulting  agree- 
ment may  be  at  a far  higher  price  than  expected, 
or  even  dreamed,  just  a couple  of  years  ago. 

As  to  the  young  physician,  our  advice  may  be 
similarly  indecisive.  He  must  consider  how  much 
he  really  wants  to  practice  in  the  subject  area, 
how  good  (or  slim)  his  chances  are  of  doing  so 
other  than  by  purchase,  how  likely  other  doctors 
might  be  to  bid  on  the  same  practice,  etc.  He 
might  thus  agree  to  a high  goodwill  value  for  the 
opportunity  to  take  over  a mature  practice,  paying 
the  price  over  a period  of  years,  or  he  might  reject 
it  and  go  elsewhere. 

The  uncertainty  over  goodwill  has  led  us  to 
recommend  a modification  designed  to  help  both 
sides  achieve  a fair  result.  Perhaps  the  high 
value  suggested  by  the  senior  physician  will  be 
reasonable  if  the  practice  does,  in  fact,  produce 
an  agreed  level  of  income  for  the  “buyer.”  But 
if  the  practice  is  less  productive  for  the  successor 
doctor,  then  the  purchase  price  might  have  been 
too  high.  The  sale  price  might  therefore  be  pay- 
able over  a number  of  years  with  a proviso  that 
any  annual  payment  will  be  reduced  or  deferred  if 
the  continuing  practice’s  gross  income  falls  short 
of  agreed  levels.  While  such  an  arangement  re- 
quires safeguards  for  the  selling  doctor,  it  might 
offer  the  young  doctor  enough  assurance  to  go 
ahead. 

We  recognize  that  the  concept  of  “selling”  a 
medical  practice  is  repugnant  to  the  profession’s 
ideals.  A physician  undertakes  to  care  for  his 
patients  in  a way  to  best  serve  their  needs;  trans- 
ferring them  to  another  doctor  for  a purchase 
price  may  contradict  that  principle.  Nevertheless, 
the  economic  reality  cannot  be  ignored.  Young 
doctors  need  to  find  a means  of  entering  practice 
to  use  their  training  and  skills  profitably,  while 
senior  doctors  have  patient  relations  which  they 
can  pass  on  to  well-qualified  successors.  Prac- 
tices are  thus  being  increasingly  bought  and  sold, 
and  that  trend  will  undoubtedly  continue  to  grow 
as  the  “doctor  surplus”  develops  further. 


Promotion  to  Equal  Partnership 

Since  practices  have  increasing  goodwill  values 
for  outright  purchase,  it  stands  to  reason  that  the 
same  factors  deserve  recognition  when  newly 
hired  associates  are  taken  into  partnership.*  A 
senior  doctor  who  is  dubious  whether  his  practice 
can  afford  a first-year  associate’s  salary  will  be 
even  more  concerned  whether  it  can  thereafter 
double  in  scope  to  support  an  equal  income-shar- 
ing partner.  This  fear  is  merely  an  additional 
manifestation  of  the  same  basic  concern  over  the 
growing  doctor  supply. 

Until  recently,  a senior  physician  (or  group) 
tended  to  promote  his  associate  to  equal  income 
parity  quickly.  The  standard  arrangement  had 
been  to  provide  the  new  partner  with  60%  of  a 
full  income  share  in  his  first  year  (ie,  his  second 
year  with  the  practice,  following  a year’s  employ- 
ment), then  80%  in  the  second  year,  and  full 
parity  thereafter.  The  senior  partner(s)  rarely 
experienced  any  drop  in  his  or  their  actual  in- 
comes during  these  years. 

Now,  however,  we  see  a moderation  in  this 
willingness  to  promote  quickly.  More  young 
doctors  are  being  told  that  they  will  reach  equal 
income  rights  over  five  years  instead  of  three,  the 
seniors’  concerns  essentially  being  that  their  prac- 
tices may  take  that  long  to  increase  their  volumes 
proportionately.  As  a result,  a new  member 
might  now  receive  60%  of  a full  share  in  his  first 
partnership  year,  then  70%,  80%,  90%,  and 
finally  equal  rights  in  the  fifth  such  year. 

Other  arrangements  are  beginning  to  take  a 
different  approach.  Senior  doctors  are  sometimes 
conditioning  the  new  members’  shares  upon  prac- 
tice growth  sufficient  to  carry  the  increasing 
shares.  For  example,  one  high-income  specialist 
took  his  associate  into  partnership  at  a 30% 
share  of  income,  but  the  young  doctor’s  share 
would  not  increase  to  40%  or  thereafter  to  50% 
until  and  unless  certain  agreed  practice  net  in- 
come figures  were  reached.  Especially  since 
those  target  figures  increase  yearly  to  recognize 
inflation,  we  are  not  sure  whether  the  young 
partner  will  ever  reach  full  parity. 

*Or  corporate  co-shareholder  since  we  consider  the  underlying 
economics  the  same  as  for  partnerships.  Therefore,  this  article  will 
for  convenience  not  differentiate  between  partnership  and  pro- 
fessional corporation  status. 
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Such  arrangements  are  not  necessarily  unfair 
to  incoming  partners.  A senior  doctor  who  has 
built  a successful  practice  and  created  a certain 
income  flow  may  well  deserve  to  continue  enjoy- 
ing it — assuming  he  continues  to  give  it  his  full 
time  and  attention.  Conversely,  even  if  a young 
doctor  fresh  out  of  training  is  highly  capable,  one 
must  question  his  “right”  to  a very  high  income 
if  he  cannot  attract  enough  patients  by  his  own 
devices.  In  effect,  again  the  increasing  doctor 
supply  may  thus  be  creating  an  income-sharing 
differential  to  recognize  goodwill. 

Some  people  propose  that  the  goodwill  item 
be  recognized  directly  by  having  an  incoming 
partner  pay  a substantial  lump  sum  purchase 
price  for  partnership.  While  this  approach  has 
some  logic  (ie,  if  a doctor  may  sell  his  entire 
practice  for  a price,  he  may  sell  half  of  it  to  his 
new  partner),  we  do  not  usually  agree. 

We  look  instead  upon  “goodwill”  as  an  oppor- 
tunity to  earn  continued  income  which  should  in 
fact  provide  income,  even  though  taxable,  to  the 
continuing  partner(s).  This  approach  is  not  par- 
ticularly undesirable  to  a senior  doctor  especially 
if  his  higher  income  carries  with  it  tax-free  de- 
flection into  a retirement  plan  for  his  benefit. 
Furthermore,  the  new  doctor’s  payment  of  a pur- 
chase price  would  not  be  tax  deductible,  which 
would  create  an  especially  onerous  burden  on 
him.  The  goodwill  element  should  be  recognized 
in  a manner  which  is  workable  to  both  members, 
for  they  must  proceed  to  work  together  in  mutual 
respect  and  professional  confidence  despite  the 
economics. 

Partnership  Pay-outs  Upon  Departure 

Group  practices  that  are  increasingly  costly  to 
join  should  be  comparably  more  valuable  when 
members  die,  retire,  or  otherwise  withdraw. 
Therefore,  we  are  beginning  to  advise  many  of 
our  clients  that  they  should  reconsider  their  part- 
nership termination  provisions  in  light  of  changing 
economics. 

Most  partnership  or  group  corporation  arrange- 
ments have  over  the  past  ten  to  twenty  years  been 
rather  stingy  in  paying  departing  members.  They 
have  recognized  that  a partner’s  death  or  with- 
drawal would  probably  leave  the  ongoing  partners 
with  a crushing  patient  load  or  with  a new  doctor 


rapidly  receiving  the  same  equal  income  share. 
As  a result,  the  pay-out  was  typically  limited  to 
one’s  share  of  the  outstanding  accounts  receiva- 
ble,* often  equated  to  two  or  three  additional 
months’  pay. 

We  are  observing  and  recommending  increases 
in  many  such  distributions.  As  an  example,  the 
group  which  previously  provided  only  three 
months’  extra  pay  for  a retired  or  deceased  mem- 
ber might  amend  its  agreement  to  provide  six  or 
nine  months’  extra  pay.  The  increase,  no  matter 
how  categorized  in  the  partnership  agreement  or 
corporate  employment  contract,  is  really  a distri- 
bution for  the  goodwill  value  the  departing  mem- 
ber will  leave  behind. 

Increasing  the  termination  pay-out  may  be 
justified  on  paper,  but  the  ongoing  partners  will 
naturally  question  whether  they  can  afford  it.  In 
our  sense  of  priorities,  the  ongoing  practice  must 
be  protected,  and  supporting  a departed  partner 
must  be  secondary  to  that  need.  A good  approach 
is  to  spread  the  distributions  over  several  years; 
the  ongoing  group’s  monthly  pay-out  would  thus 
be  reduced  while  the  remaining  (lesser)  income 
might  be  paid  to  a young  doctor  coming  in  as  a 
replacement. 

Above  all,  the  increasing  goodwill  value  does 
not  justify  securing  the  pay-out  with  life  insurance. 
Insurance  fails  to  provide  the  required  funds  ex- 
cept upon  a partner’s  death,  and  yet  the  value 
should  exist  as  clearly  whether  a member  leaves 
because  of  death  or  simply  by  quitting.  If  the 
goodwill  value  exists  at  all,  the  practice  should 
be  able  to  provide  income  enough  to  pay  out  a 
departing  member;  if  the  group  doubts  that  ca- 
pacity, then  the  value  probably  does  not  exist 
after  all.  Life  insurance  should  not  becloud  those 
underlying  economic  realities,  especially  since  it 
requires  payment  of  costly  premiums. 

Finally,  the  goodwill  concept  makes  it  impor- 
tant to  consider  what  will  happen  if  a partner 
should  withdraw  and  open  up  his  own  practice  in 
the  same  service  area.  While  groups  usually 
recognize  a member’s  right  to  leave  and  prac- 
tice competitively,  there  should  logically  be  a 
considerable  reduction  in  his  termination  pay- 

*Plus,  of  course,  return  of  one’s  “capital  interest”  in  his  partner- 
ship or  the  “book  value”  of  his  professional  corporation  stock. 
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out.  In  effect,  a competing  ex-partner  will  prob- 
ably have  taken  a portion  of  his  old  group’s  good- 
will value  with  him  in  the  form  of  patient  contacts 
and  referrals,  so  he  should  not  also  be  paid  for  it. 
The  separation  pay  might  thus  be  reduced  back 
to  its  accounts  receivable  equivalent  (maybe  two 
or  three  months’  pay)  or  eliminated  altogether  if 
a withdrawing  member  competes. 

Conclusion 

Despite  some  arguments  to  the  contrary,  medi- 
cal practices  are  subject  to  the  laws  of  supply  and 


demand  just  as  are  other  businesses.  The  dra- 
matic infusion  of  medical  school  graduates  and 
foreign  doctors  over  the  past  ten  years,  responding 
to  a perceived  shortage  of  physicians,  is  now  be- 
ginning to  create  a doctor  surplus.  Changes  in 
inter-doctor  economic  arrangements  are  begin- 
ning to  show  up  as  a result,  and  we  expect  the 
economic  realities  to  continue  increasing  the  im- 
portance of  a practice’s  “goodwill  value.” 
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poration— the  benefits  of  building  your  own 
office  are  many-fold.  Economic  and 
working-condition  advantages  can  be  max- 
imized when  the  total  Medical/Dental  Office 
Building  package  is  put  together  properly. 
And,  because  of  your  income  and  tax  situa- 
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CARDIAC  ANESTHESIA  edited  by  Joel  A.  Kaplan, 

M.D.,  Grune  and  Stratton,  Inc.,  New  York,  1979. 
530  pp.  Illus.  Price  $44.75. 

Cardiac  Anesthesia  is  one  of  the  most  recent 
books  written  on  the  subject  of  anesthesia  for  the 
patient  with  cardiovascular  disease.  It  was  written 
primarily  by  the  members  of  Emory  University’s 
Cardiothoracic  Anesthesia  Section,  and  hence  in 
large  measure  it  reflects  their  thinking  and  ex- 
perience in  this  area.  Because  the  book  is  multi- 
authored,  there  are  some  overlap  and  redundancy 
between  chapters.  Nevertheless,  the  style  of  writ- 
ing is  fairly  smooth  throughout,  and  the  chapters 
do  read  easily. 

The  book  is  divided  into  four  parts.  To  begin 
with  Part  I,  the  first  two  chapters  cover  cardio- 
vascular pharmacology  and  monitoring  of  both 
anesthetic  and  cardioactive  drugs,  and  both  chap- 
ters are  particularly  well  referenced.  The  third 
chapter  on  hemodynamic  monitoring  provides  a 
good  review  of  techniques  for  catheter  placement, 
and  chapter  four  reviews  EKG  interpretation. 

Part  II  deals  with  general  concepts  of  anesthesia 
for  patients  with  cardiac  and  vascular  disease,  and 
there  are  individual  chapters  on  valvular,  coro- 
nary, and  congenital  heart  disease.  A review  of 
pacemaker  implantation  and  surgery  for  thoracic 
aneurysms  is  also  presented. 

The  third  section  of  the  book  covers  the  topics 
of  cardiopulmonary  bypass  and  assisted  circula- 
tion. Although  both  present  the  state  of  the  art 
today,  these  reviews  will  probably  be  of  interest 
mainly  to  those  doing  cardiac  anesthesia,  although 
assisted  circulatory  support  also  finds  limited  use 
outside  the  operating  room. 

The  final  section  on  postoperative  care  is  of 
interest  to  all  who  take  care  of  postoperative 
patients. 


The  cost  of  $44.75  may  limit  this  book  to 
libraries  that  are  well  funded,  but  it  is  a book 
that  I would  highly  recommend  to  all  anesthesi- 
ologists. Although  it  obviously  will  be  of  most 
use  to  those  doing  cardiac  anesthesia,  it  will  also 
be  valuable  to  anyone  caring  for  patients  with 
cardiovascular  disease. 

Richard  N.  Hindin,  M.D. 
% 

DYING  AND  DEATH  A Clinical  Guide  for  Care- 
givers, edited  by  David  Barton,  M.D.,  The  Williams 
and  Wilkins  Company,  Baltimore,  1 977.  238  pp. 
Price  $14.95. 

In  the  past,  one  of  the  most  neglected  areas  of 
health  care  has  been  the  care  of  the  “terminal 
patient,”  partly  because  of  the  fear  and  anxiety 
associated  with  death  in  this  culture,  and  partly 
because  of  the  lack  of  research  and  information 
on  the  various  aspects  of  death. 

Recently,  a new  awareness  of  this  phenomenon 
has  begun  to  emerge  and  is  clearly  detailed  in  this 
book.  The  seven  contributors  are  all  highly 
qualified  sources  of  information  and  contribute 
valuable  knowledge  in  this  field. 

Part  I outlines  the  various  aspects  of  facing 
death,  such  as  related  health  care  problems,  theo- 
retical considerations,  the  dying  person,  his  family, 
and  his  caregiver.  The  approaches  which  Dr. 
Barton  recommends  for  the  clinical  care  of  the 
dying  person  are  most  sensitive  and  caring  but, 
especially,  personalized.  The  caregiver  is  shown 
how  to  better  communicate  through  an  outline 
of  questions  to  ask  the  dying  person,  so  that  the 
caregiver  may  more  fully  understand  his  psycho- 
logical needs. 
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Since  grieving  is  a normal,  natural  process,  a 
chapter  is  devoted  to  it,  which  describes  the  signs, 
symptoms,  reasons,  and  phases  of  grief.  It  is 
highly  recommended  to  those  who  wish  to  delve 
further  into  the  psychological  effects  of  death  on 
those  persons  surrounding  the  dying  person. 

The  thoughts,  feelings,  and  reflections  of  a 
person  with  a life-threatening  illness  are  poign- 
antly and  sensitively  shared  with  the  reader  in 
Part  II,  by  several  authors,  including  a nurse,  a 
doctor,  a clergyman,  a philosopher,  and  a re- 
searcher of  death  and  dying,  who  provide  several 
viewpoints  of  death  from  various  sources. 

This  superb  book  provides  health-care  pro- 
viders, as  well  as  lay  persons,  with  the  realities 
of  death  and  dying,  from  the  vantage  points  of 
the  dying  person,  his  family,  and  his  caregiver  and 
details  how  to  best  care,  both  physically  and  psy- 
chologically, how  to  cope  with  each  unique,  in- 
dividual situation,  and  how  to  understand  the 


reason  for  certain  reactions  and  behaviors  to 
death,  whether  in  or  out  of  a health  care  facility. 
It  will  hopefully  educate,  create  awareness,  and 
reduce  the  anxiety  surrounding  the  phenomenon 
of  death,  for  this  is  the  book’s  purpose. 

Barbara  J.  Ginsberg 

Barbara  Ginsberg  is  a student  at  the  University  of  Delaware. 
College  of  Human  Resources,  in  the  Individual  and  Family  Studies 
Program  and  the  wife  of  a medical  resident. 

Vi  % % 

THE  METABOLIC  MANAGEMENT  OF  THE  CRITI- 
CALLY ILL  by  Douglas  W.  Wilmore,  M.D.,  The  Ple- 
num Medical  Book  Company,  New  York,  New  York, 
1977.  262  pp.  Illus.  Price  $22.50. 

Although  the  nutritional  management  of  hos- 
pitalized patients  has  been  a topic  of  interest  for 
years,  only  recently  has  a wide  variety  of  exotic 
nutritional  products  and  indices  for  evaluating 
the  nutritional  status  of  patients  been  available. 
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Although  having  a person  consume  an  adequate 
amount  of  calories  to  maintain  a normal  body 
weight  would  seem  a simple  enough  process,  all 
physicians  have  been  stymied  by  patients  who  for 
various  medical  or  surgical  reasons  are  in  a per- 
sistent catabolic  state  which  may  prolong  their 
hospitalization  and  ultimately  even  be  fatal.  Thus, 
it  behooves  all  physicians  to  be  aware  of  the 
nutritional  needs  of  their  seriously  ill  patients 
and  the  modalities  for  providing  for  those  needs. 

The  book  being  reviewed  is  a primer  for  those 
attempting  to  understand  nutritional  management 
of  hospitalized  patients.  The  format  of  the  book 
is  of  the  question  and  answer  type,  and  the  de- 
gree of  sophistication  of  the  questions  and  answers 
is  appropriate  for  novices  in  the  area.  There  are 
a section  on  thermodynamics  and  a superficial 
discussion  of  the  hormonal  control  of  energy  and 
intermediary  metabolism.  Finally,  there  is  a 
section  on  the  types  of.  nutritional  products  avail- 
able. These  are  discussed  in  terms  of  classes  of 
nutritional  products  and  the  type  of  patients  that 
they  might  be  useful  for.  There  is  also  a section 
discussing  simplistic  equations  for  calculating 
caloric  needs  for  weight  gain  or  weight  loss  in 
various  medical  situations.  Some  may  find  the 
question  and  answer  format  of  this  book  to  be 
irritating,  but  it  does  provide  an  introduction  to 
a very  complicated  area  of  medicine. 

William  L.  Jaffee,  M.D. 
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THERAPEUTIC  EXERCISE,  Third  Edition,  edited  by 
John  V.  Basmajian,  M.D.,  The  Williams  and  Wilkins 
Company,  Baltimore,  1978.  600  pp.  Price  $34.50. 

Therapeutic  Exercise  is  intended  as  a scholarly 
reference  for  the  physiatrist  and  physical  therapist 
on  the  roles  and  uses  of  exercise  in  programs  of 
rehabilitation.  There  seems  to  be  included  much 
of  interest  to  other  medical  practitioners,  how- 
ever, and  an  examination  of  the  contents  of  this 
book  serves  as  a reminder  that  the  proper  pre- 
scription of  and  compliance  with  an  exercise 
program  in  the  therapy  of  many  medical  problems 
can  be  of  great  benefit. 


The  largest  portion  of  the  book  describes  the 
rationale,  theory,  and  application  of  exercise  pro- 
grams in  the  treatment  of  chronic  degenerative 
states  and  post-traumatic  conditions.  Those  in- 
terested in  the  history  and  theory  of  exercise  as 
well  as  research  techniques  will  find  a complete 
discussion  in  the  early  chapters.  Discussion  of 
resistance  and  isometric  types  of  exercise  describe 
why  certain  exercises  are  best  to  maximize  strength 
while  others  are  superior  for  building  endurance. 
Techniques  of  assessment  of  function  and  re- 
habilitation in  conditions  such  as  paraplegia,  am- 
putation, cerebral  palsy,  and  others  are  discussed 
in  great  detail. 

Of  particular  interest  to  me  was  the  chapter  on 
exercise  for  back  pain.  The  author  of  this  chap- 
ter presents  a theory  of  the  etiology  of  most  cases 
of  back  pain,  described  as  “tension  myositis.”  In 
this  theory  he  minimizes  the  role  of  structural 
abnormalities  in  favor  of  focal  and  generalized 
muscle  spasms.  If  one  believes  this  theory,  then 
the  basic  therapeutic  approach  to  the  problem  is 
naturally  progressive  exercise  and  other  forms  of 
psychological  and  physical  therapy  though  this  is 
probably  not  the  exclusive  answer  to  the  problem 
of  back  pain. 

Other  chapters  discuss  the  role  of  exercise  in 
arthritis,  peripheral  vascular  disease,  coronary 
artery  disease,  and  chronic  pulmonary  disease; 
it  is  here  that  physicians  often  neglect  what  can 
be  a more  valuable  part  in  the  therapeutic  pro- 
gram than  medication  or  surgery.  There  is  also 
a well  written  chapter  on  sports  medicine  includ- 
ing conditioning,  physical  fitness,  and  rehabilita- 
tion from  sports  injuries. 

Specific  exercise  protocols  make  this  book  quite 
practical  for  physicians  interested  in  what  types 
of  exercises  to  prescribe  for  specific  problems.  Un- 
fortunately, there  is  very  little  discussion  on  the 
theory  and  application  of  aerobic  exercise  pro- 
grams, which  is  probably  a reflection  of  the  gen- 
eral emphasis  on  rehabilitation  as  opposed  to 
prevention. 

The  book  provides  a complete  discussion  of 
a major  therapeutic  modality.  Not  only  physia- 
trists  and  physical  therapists  but  also  internists 
and  family  physicians  may  find  several  chapters 
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of  interest  in  order  to  properly  prescribe  exercises 
in  the  treatment  of  a variety  of  medical  problems. 

Lawrence  M.  Markman,  M.D. 

Dr.  Markman  is  a third-year  resident  in  the  Department  of 
Family  Practice  at  the  Wilmington  Medical  Center. 


VS  VS  VS 


MEDICAL  HUBRIS  A Reply  to  Ivan  lllich  by  David 
F.  Horrobin,  M.D.,  Eden  Press,  Montreal,  Quebec, 
Canada,  1977.  146  pp.  Price  $9.00. 

In  order  to  properly  understand  the  context  in 
which  Dr.  David  Horrobin  felt  compelled  to  write 
this  provocative  treatise,  I briefly  mention  Medi- 
cal Nemesis,  in  which  Mr.  Ivan  lllich  stated  his 
belief  that  the  medical  establishment  has  become 
the  greatest  threat  to  health  care  in  this  country. 

Dr.  Horrobin,  a Montreal  physician,  felt  the 
necessity  to  respond  to  Mr.  Illich’s  comments  as 
the  rest  of  the  medical  world  remained  silent.  He 
is  to  be  congratulated  for  his  insight  into  the 
challenge  and  for  confirming  the  physician’s  role 
in  the  future  direction  of  medical  care.  Medical 
Hubris  is  a pithy,  somewhat  complicated,  rebuttal 
answering  the  Kennedy-esque  statements  that  are 
often  thrown  in  the  face  of  medicine.  This  book 
will  be  interesting  for  our  issue-oriented  col- 
leagues, but  its  message  is  meant  for  all. 

Robert  Abel,  Jr.,  M.D. 

P.S.  Hubris  was  the  sin  of  appropriating  the  pre- 
rogatives of  the  gods,  whereas  nemesis,  the  down- 
fall, was  the  inevitable  consequence  of  such  dema- 
goguery. Since  God  does  not  normally  practice 
physical  diagnosis  and  therapeutics,  it  would  be 
expected  that  physicians  (man)  should  continue 
to  make  medical  decisions  and  that  hubris  is  in- 
evitable. 


VS  VS  VS 


ANNUAL  REVIEW  OF  NEUROSCIENCE,  Vol  2,  edit- 
ed by  W.  Maxwell  Cowan,  Zach  W.  Hall,  and 
Eric  R.  Kandel,  Annual  Reviews,  Inc.,  Palo  Alto, 
California,  1979.  555  pp.  Price  $17.00. 

This  book  is  a tremendous  source  of  new  and 
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recent  information  on  this  old  and  at  the  same 
time  newly-founded  science. 

Topics  range  from  a well-told  story  on  “Meta- 
morphosis of  a known  psychobiologist”  to  phar- 
macologic approaches  to  ion  transport  in  myelin 
to  slow  virus  diseases  of  the  nervous  system.  Other 
interesting  chapters  deal  with  the  biochemistry 
of  neurotransmitters  and  especially  the  cathe- 
calaminergic  nervous  system,  information  which 
has  revolutionized  our  understanding  about  those 
fascinating  and  deluding  regions  of  the  brain, 
such  as  brain  stem  nuclei. 

My  personal  fascination  with  the  book  may 
stem  from  the  fact  that  I have  worked  in  neuro- 
pathology and  followed  the  development  of  some 
of  these  ideas  for  some  time.  I find  the  book 
most  useful  to  neurologists,  neurology  residents, 
neurosurgeons,  and  pathologists  with  an  interest 
in  the  nervous  system  where  it  can  be  used  as  a 
source  of  recent  and  well-written  references.  Any- 
one interested  in  the  neurosciences,  including 
medical  students  who  work  in  M.D.  and  Ph.D. 
programs,  psychiatrists,  and  even  child  neurolo- 
gists and  psychiatrists  can  also  enjoy  studying  this 
book,  however. 

G.  H.  Pezeshkpour,  M.D. 


vs  VS  VS 


MASTERING  MEDICINE  Professional  Socialization 
in  Medical  School  by  Robert  H.  Coombs,  Macmillan 
Publishing  Co.,  Inc.,  New  York,  1978.  289  pp.  Price 
$15.95. 

Interested  in  studying  how  college  graduates 
evolve  into  physicians,  Coombs,  a social  scientist, 
followed  one  class  from  its  freshman  days  and  then 
took  about  ten  years  to  publish  his  study.  The 
school  is  unnamed,  being  described  only  as  large, 
Eastern,  affiliated  with  a university,  and  one  where 
senior  students  have  to  write  a thesis;  I have 
heard  that  it  is  actually  Johns  Hopkins. 

Enlivened  by  quotations  from  the  students,  the 
chapters  deal  with  everything  that  concerns  medi- 
cal students — their  attitudes  towards  God,  their 
professors,  and  the  various  medical  specialties  and 
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specialists  that  they  are  exposed  to  during  their 
training.  Part  IV  includes  a discussion  of  the 
kinds  of  patients  students  prefer:  most  would 
rather  work  with  adults,  and  most  prefer  patients 
who  are  organically  ill.  Somewhat  surprisingly, 
most  prefer  lower  class  patients,  perhaps  because 
they  are  “more  accepting  and  powerless.”  Acutely 
ill  patients  are  also  preferred  except  by  a few 
students  who  “lack  confidence  in  their  ability 
to  deal  with  acute  situations  where  life  hangs  in 
the  balance.” 

Coombs’  conclusions  are  reassuring. 

“Clearly,  the  uplifting  effects  of  medical  school 
greatly  outweigh  the  negative  ones.  Despite  fre- 
quent complaints  about  aversive  aspects  of  medi- 
cal training,  most  students  experience  feelings  of 
self-development  and  view  themselves  as  changing 
in  a positive  direction  . . . 

Although  some  cynicism  may  develop  among 
disillusioned  students,  especially  toward  the  medi- 
cal teaching  establishment,  my  findings  do  not 
support  the  view  that  such  an  attitude  becomes 
generalized  as  a personality  trait.  The  data  do 
show  though  that  students  tend  to  become  less 
religiously  inclined  and  more  politically  in- 
clined . . . 

“Unquestionably,  the  persistent  pressures  of 
medical  education,  both  academic  and  clinical, 


the  relative  isolation  from  the  outside  world,  and 
the  personal  loneliness  that  students  often  experi- 
ence have  great  potential  for  reinforcing  emo- 
tional constriction  and  contributing  to  narrowness 
of  interest,  especially  among  those  so  inclined 
at  the  outset  . . . this  seems  a conspicuous  de- 
ficiency in  the  existing  education  ...  Yet  despite 
the  fact  that  they  have  survived  numerous  chal- 
lenging vicissitudes,  and  have  had  little  help  feel- 
ing their  way  on  this  emotional  battlefield,  the 
accomplishment  of  four  years’  hard  work  has  gen- 
erally left  them  more  capable,  more  mature,  more 
confident,  and  self  fulfilled.” 

Pre-medical  students  and  also  pushing  parents 
who  are  suggesting  that  medical  school  is  a 
singularly  worthwhile  achievement  would  do  well 
to  read  this  book;  anyone  who’s  been  through  it 
will  enjoy  seeing  the  problems  analyzed. 

For  physicians  who,  like  me,  remember  their 
student  days  with  great  clarity  and  affection,  or 
who  work  with  medical  students,  or  who  have 
a child  in  medical  school  or  are  contemplating 
same,  or  who  are  just  plain  interested  in  how  they 
got  to  be  what  they  are,  Coombs’  report  is  good 
reading. 

Coombs’  project  was  supported  with  Federal 
dollars. 
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CRAFTS  FOR  THE  DISABLED  A New  Kind  of  Craft 
Book  for  People  with  Special  Needs  by  Elizabeth 
Gault  and  Susan  Sykes,  Thomas  Y.  Crowell  Com- 
pany, New  York,  1979.  120  pp.  Illus.  Price  $14.95. 
Paperback. 

Mostly  this  is  a how-to-do  book  including  di- 
rections for  projects  which  vary  from  dolls  to 
chair-caning.  That  it  is  a book  for  the  handi- 
capped is  indicated  when  directions  are  included 
for  one-hand  crocheting  (you  put  the  crochet 
hook  in  a carpenter’s  vise)  and  similar  adapta- 
tions. The  illustrations  are  clear.  I believe  any- 
one, even  I,  could  learn  to  crochet  a child’s  two 
colour  jumper  (ie,  two  color  sweater — the  book 
was  printed  in  England). 

MEDICAL  PROBLEM  SOLVING — An  Analysis  of 
Clinical  Reasoning  by  Arthur  S.  Elstein,  Lee  S.  Shul- 
man,  and  Sarah  A.  Sprafka,  Harvard  University 
Press,  Cambridge,  Massachusetts,  1978.  330  pp. 
Price  $22.50. 

“Competent  physicians  make  accurate  diagnoses. 
How  are  accurate  diagnoses  made?”  Using  trained 
actors  as  “patients,”  experienced  physicians  were 
given  diagnostic  problems  and  their  thought  pro- 
cesses observed. 

The  “most  striking”  of  the  findings:  hypotheses 
are  generated  early;  the  hypotheses  considered  are 
limited  in  number;  the  most  common  interpreta- 
tive error  is  over-interpretation;  competence  may 
be  case-related;  and  information  and  experience 
appear  to  be  basic  to  competence. 

A fascinating  book. 

THE  KILLERS  AND  CRIPPLERS— Facts  on  the  Major 
Diseases  in  the  United  States  Today,  National 
Health  Education  Committee,  David  McKay  Com- 
pany, Inc.,  New  York,  New  York,  1976.  333  pp. 
Illus.  Price  $12.95. 

What  are  the  facts  about  allergies  and  infectious 


diseases?  About  cancer?  About  deafness?  About 
high  blood  pressure?  About  ten  or  twelve  other 
diseases?  Medical  research — does  it  pay  off  in 
lives  and  dollars?  (This,  the  11th  edition  of  this 
source  book  of  vital  statistics,  comes  from  a non- 
Nader- type  organization.  Doctors  are  not  vil- 
lains herein  and  therefore  the  answer  to  the  ques- 
tion about  research  is  yes. ) 

REVIEW  OF  MEDICAL  MICROBIOLOGY,  13th  Edi- 
tion, Ernest  Jawetz,  Ph.D.,  M.D.,  Joseph  L.  Melnick, 
Ph.D.,  Edward  A.  Adelberg,  Ph.D.,  Lange  Medical 
Publications,  Los  Altos,  California,  1978.  550  pp. 
Illus.  Price  $12.00.  Paperback. 

Copyright  1978,  published  in  nine  other  lan- 
guages (including  Serbo-Croatian,  Polish,  and 
Turkish),  this  represents  another  excellent  pub- 
lication from  the  medical  press  of  Dr.  Jack  Lange. 
Medical  schools  such  as  the  University  of  Roches- 
ter and  Jefferson  use  this  book;  practitioners  who 
need  a bacteriologic  reference  could  hardly  find 
better. 

Because  bacteriologists  (oops,  microbiologists) 
are  prone,  as  are  so  many  other  specialists,  to 
change  the  names  of  the  players  in  the  middle  of 
the  game,  this  text  is  a necessary  reference  for 
anyone  who  deals  with  diseases  caused  by  germs 
or  their  tinier  cousins.  How  many  docs  over  40 
are  aware  that  pneumonococcal  pneumonia  is  no 
longer  caused  by  the  Diplococcus  pneumoniae  but 
by  an  identical  looking  organism  with  identical 
clinical  and  laboratory  characteristics  which  has 
had  its  name  legally  changed  to  Streptococcus 
pneumoniae? 

The  test  of  any  text  is  its  usefulness  when  one 
has  to  look  up  a problem.  Recently  I had  oc- 
casion to  look  up  mycobacteria  to  review  the 
different  species  which  can  cause  disease  of  the 
lungs.  Chapter  17  answered  all  of  my  questions. 

And  isn’t  it  nice  to  get  something  for  $12.00? 

Bernadine  Z.  Paulshock,  M.D. 
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Speakers  for  July  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  July  1,  Jules  S.  Levin,  M.D., 
Cataracts;  July  8,  Ben  Corballis,  M.D.,  The  County-Wide  Paramedic  Program; 
July  15,  William  Medford,  M.D.,  Hearing  Loss;  July  22,  Donald  Schetman,  M.D., 
The  Sun  and  Your  Skin;  July  29,  Edward  Sobel,  D.O.,  Diabetes. 

Arthur  W.  Colburn,  M.D.,  of  Wilmington,  Delaware,  has  been  made  a Fellow  of 
the  American  College  of  Cardiology.  Dr.  Colburn  is  one  of  360  who  met  the 
requirements  for  College  Fellowship  in  the  recent  elections. 

Alfred  Lazarus,  M.D.,  a Wilmington  gastroenterologist,  has  been  elected  to  a four- 
year  term  as  governor  of  the  Delaware  Chapter,  American  College  of  Physicians. 

James  E.  Marvil,  M.D.,  of  Lewes,  has  been  named  the  recipient  of  the  Fourth 
Annual  Governor’s  Award  for  Outstanding  Contributions  to  Delaware  History 
and  Culture.  Under  Doctor  Marvil’s  direction  as  chief  executive,  the  Lewes 
Historical  Society’s  membership  has  grown  to  the  largest  of  any  local  historical 
society  in  Delaware.  Through  his  leadership  the  Lewes  Historical  Society  has 
acquired  and  now  operates  an  historic  complex  of  six  structures  as  well  as  a marine 
museum  and  a medical  museum.  This  is  the  highest  official  honor  given  to  Dela- 
wareans for  outstanding  service. 

A Professional  Education  Slide  Set,  Detection  and  Diagnosis  of  Cervical  Cancer, 
is  now  available  through  the  American  Cancer  Society,  Delaware  Division,  Inc. 
These  slides  are  available  to  physicians  for  lectures  in  professional  education  or 
for  personal  information.  They  demonstrate  the  routine  pelvic  examination,  in- 
cluding “pap”  test.  The  set  charts  the  course  of  diagnostic  steps,  explaining 
indications  for  Schiller’s  test,  colposcopy,  biopsy,  conization  and  endocervical 
curettage.  Emphasis  is  on  the  advantages  of  detecting  uterine  cervical  cancer  early 
while  chances  of  cure  are  very  high.  For  further  information,  contact:  the  Ameri- 
can Cancer  Society  at  (302)  654-6267. 

DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


The  National  Cancer  Institute,  National  Institutes  of  Health,  is  sponsoring  two  con- 
sensus development  conferences:  CONSENSUS  DEVELOPMENT  CONFERENCE  ON 
ADJUVANT  CHEMOTHERAPY  OF  BREAST  CANCER  on  July  14-16,  and  CON- 
SENSUS DEVELOPMENT  CONFERENCE  ON  CERVICAL  CANCER  SCREENING: 
THE  PAP  SMEAR  on  July  23-25.  Both  conferences  will  be  held  at  the  Masur  Audi- 
torium, Clinical  Center,  Building  10,  at  the  National  Institutes  of  Health  in  Bethesda, 
Maryland.  For  further  information,  contact:  the  Medical  Society  of  Delaware,  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  658-7596. 
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The  ANNUAL  AMA  HOUSE  OF  DELEGATES  meeting  will  be  held  July  20-24  at 
the  Downtown  Chicago  Marriott  in  Chicago,  Illinois.  The  INTERIM  AMA  HOUSE 
OF  DELEGATES  meeting  will  be  held  December  7-10  at  the  San  Francisco  Hilton  in 
San  Francisco,  California.  For  further  information,  contact:  Dale  Whiteman,  Meeting 
Management,  American  Medical  Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610.  Telephone:  (312)  751-6227. 

The  Industrial  Health  Foundation  presents  CHANGING  CONCEPTS  IN  OCCUPA- 
TIONAL MEDICINE  to  be  held  July  28-31  at  the  Colonnade  Hotel  in  Boston,  Massa- 
chusetts. With  the  advent  of  the  Occupational  Safety  and  Health  Act  of  1970,  im- 
portant changes  have  occurred  in  the  practice  of  occupational  medicine.  This  pro- 
gram will  offer  instruction  in  such  areas  as  the  requirements  in  medical  surveillance 
and  record  keeping.  It  has  been  approved  for  24  credit  hours  in  Category  I of  the 
AMA’s  Physicians’  Recognition  Award.  For  further  information,  contact:  Michael 
Russak,  Coordinator  of  Continuing  Education,  Industrial  Health  Foundation,  5231 
Centre  Avenue,  Pittsburgh,  Pennsylvania  15232.  Telephone:  (412)  687-2100. 

A program  entitled  DIAGNOSTIC  RADIOLOGY  INCLUDING  ULTRASOUND, 
CT  and  NUCLEAR  MEDICINE  will  be  held  July  28-August  2 in  Atlantic  Beach, 
North  Carolina.  It  has  been  approved  for  30  hours  of  CME  credit  in  Category  I of  the 
Physicians’  Recognition  Award  of  the  AMA.  For  further  information,  contact:  Robert 
McLelland,  M.D.,  Radiology — Box  3808,  Duke  Medical  Center,  Durham,  North  Caro- 
lina 27710. 

The  National  Institute  of  Arthritis,  Metabolism,  and  Digestive  Diseases  is  sponsoring 
a consensus  development  conference  on  “ENDOSCOPY : WHAT  IS  ITS  ROLE  IN 
GASTROINTESTINAL  BLEEDING?’’  at  the  National  Institute  of  Health  on  August 


UNIFORMS,  INC 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan,  Tiffiny,  Whittenton , Barco,  etc . 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 


1140  BALTIMORE  PIKE 
Springfield,  Pa.  19064 
(215)  Kl  3-4002 


TRI-STATE  MALL  (Lower  Level) 
Claymont,  Delaware  19703 
(302)  798-5387 
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20-22  in  Bethesda,  Maryland.  Issues  covered  include  the  benefits  of  endoscopy,  the 
risks  of  the  procedure,  and  discussion  of  the  alternatives  to  endoscopy  in  upper  GI 
bleeding.  For  further  information,  contact:  Mrs.  Billie  B.  Mackey,  Digestive  Diseases 
and  Nutrition  Program,  National  Institute  of  Arthritis,  Metabolism,  and  Digestive  Dis- 
eases, Building  31,  Room  9A21,  Bethesda,  Maryland  20205.  Telephone:  (301)  496- 
6158. 


American  College 
of  Emergency 
Physicians 


American  College 
of  Radiology 


American  Academy 
Facial,  Plastic  and 
Reconstructive 
Surgery 


THE  1980  SCIENTIFIC  ASSEMBLY  OF  THE  AMERICAN  COLLEGE  OF  EMER- 
GENCY PHYSICIANS  will  be  held  September  15-18  at  the  Las  Vegas  Convention 
Center,  Las  Vegas,  Nevada.  The  headquarters  hotel  is  the  Las  Vegas  Hilton.  Topics 
include  “Heimlich  Maneuver:  When  and  Where”  and  “Pacemakers,  Transvenous 
Versus  Transthoracic:  Their  Use  in  Emergency  Medicine.”  For  further  information, 
contact:  The  American  College  of  Emergency  Physicians,  3900  Capital  City  Boulevard, 
Lansing,  Michigan  48906.  Telephone:  (517)  321-7911. 

The  annual  meeting  of  the  AMERICAN  COLLEGE  OF  RADIOLOGY  specialty 
society  will  be  held  September  21-25,  1980,  at  the  Fairmont  Hotel  in  New  Orleans, 
Louisiana.  For  further  information,  contact:  the  Medical  Society  of  Delaware,  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  658-7596. 

The  annual  meeting  of  the  AMERICAN  ACADEMY  OF  FACIAL,  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY  will  be  held  September  28,  1980,  at  the  Disneyland 
Hotel  in  Anaheim,  California.  For  further  information,  contact:  the  Medical  Society 
of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302) 
658-7596. 


American  Academy 
of  Allergy 


American  Academy 
of  Orthopaedic 
Surgeons 


Association  for  the 
Advancment  of 
Medical 
Instrumentation 
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9th  World 
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Family  Medicine 


The  annual  meeting  of  the  AMERICAN  ACADEMY  OF  ALLERGY  will  be  held 
September  28-29,  1980,  at  the  Hilton-O’Hare  in  Chicago,  Illinois.  For  further  informa- 
tion, contact:  the  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington, 
Delaware  19806.  Telephone:  (302)  658-7596. 

The  annual  meeting  of  the  AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS will  be  held  September  28-October  2,  1980,  at  the  Convention  Center  in 
Atlanta,  Georgia.  For  further  information,  contact:  the  Medical  Society  of  Delaware, 
1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  658-7596. 

The  First  Annual  Midyear  Regional  Meeting  of  the  ASSOCIATION  FOR  THE  AD- 
VANCEMENT OF  MEDICAL  INSTRUMENTATION  will  be  held  October  6-7,  1980, 
at  the  Fairmont  Hotel  in  Philadelphia,  Pennsylvania.  This  has  been  approved  as 
meeting  the  critera  for  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award. 
For  further  information,  contact:  The  Association  for  the  Advancement  of  Medical 
Instrumentation,  1901  N.  Ft.  Myer  Drive,  Suite  602,  Arlington,  Virginia  22209.  Tele- 
phone: (703)  525-4890. 

The  2nd  National  CHE  EXPO  80  MANAGEMENT  AND  MARKETING  CONTINU- 
ING HEALTH  PROGRAMS  PROSPECTS  FOR  THE  80s  will  be  held  October  5-8, 
1980,  at  the  Hilton,  Palacio  Del  Rio  in  San  Antonio,  Texas.  For  further  information, 
contact:  the  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Dela- 
ware 19806.  Telephone:  (302)  658-7596. 

The  Annual  Convention  and  Scientific  Assembly  of  THE  AMERICAN  ACADEMY 
OF  FAMILY  PHYSICIANS  will  be  held  October  6-9,  1980.  Seminars  will  be  pre- 
sented in  the  New  Orleans  Hilton  Hotel;  Courses  and  Symposia  will  be  presented  at 
the  Rivergate  Exhibition  Center.  This  is  held  in  conjunction  with  the  World  Organiza- 
tion of  National  Colleges  9th  World  Conference  on  Family  Medicine.  Participating 
physicians  can  earn  American  Academy  of  Family  Physicians  credit.  Advance  Regis- 
tration cutoff  date  is  September  8.  For  further  information,  contact:  the  Delaware 
Academy  of  Family  Physicians,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 
Telephone:  (302)  658-7596. 
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THE  FIFTH  ANNUAL  INTERNATIONAL  BODY  IMAGING  CONFERENCE  will 
be  held  October  11-19  at  the  Kauai  Surf  Hotel  in  Kauai,  Hawaii.  It  has  been  approved 
for  25  hours  of  CME  credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
AMA.  For  further  information,  contact:  Conference  Secretary,  Fifth  Annual  Inter- 
national Body  Imaging  Conference,  West  Park  Hospital,  Department  of  Radiology, 
22141  Roscoe  Boulevard,  Canoga  Park,  California  91304. 

The  American  College  of  Allergists  presents  INTERNATIONAL  FOOD  ALLERGY 
SYMPOSIUM  III,  October  17-21,  1980,  in  Boston,  Massachusetts.  For  further  informa- 
tion, contact:  Shirley  Schoenberger,  American  College  of  Allergists,  2141  Fourteenth 
Street,  Boulder,  Colorado  80302.  Telephone:  (303)  447-8111. 

The  American  College  of  Surgeons  will  hold  its  66th  ANNUAL  CLINICAL  CON- 
GRESS October  19-24,  1980,  in  Atlanta,  Georgia  at  the  Atlanta  Hilton  Hotel,  the  Hyatt 
Regency  Atlanta,  the  Georgia  World  Congress  Center,  and  the  Omni  International 
Hotel.  The  main  registration  area  will  be  the  Georgia  World  Congress  Center.  It  has 
been  approved  for  credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  For  further  information,  contact:  D.  Currie  O’Rourke, 
American  College  of  Surgeons,  55  East  Erie  Street,  Chicago,  Illinois  60611.  Tele- 
phone: (312)  664-4050. 

The  American  Medical  Association  will  hold  its  4th  NATIONAL  CONFERENCE  ON 
MEDICAL  CARE  AND  HEALTH  SERVICES  IN  CORRECTIONAL  INSTITU- 
TIONS, October  24-25,  1980,  in  Chicago,  Illinois.  The  AMA  issues  a call  for  papers 
to  be  presented  at  the  conference.  For  further  information,  contact:  AMA  Correc- 
tional Programs,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


SURGEON:  Seeking  position  in  Delaware.  Board 
certified  in  surgery.  For  further  information,  con- 
tact: the  Medical  Society  of  Delaware.  Telephone: 
(302)  658-7596. 


MEDICAL  OFFICE  FOR  RENT:  New  Castle  area. 
Five  rooms  completely  furnished.  Available  immedi- 
ately. Telephone:  (302)  654-7729. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656>2551 


UPJOHN 
HEALTHCARE 
SERVICES SM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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FROM  THE  DELAWARE  CANCER  NETWORK* 

THE  REORGANIZATION  OF  THE  DELAWARE  CANCER  NETWORK 


Leslie  W.  Whitney,  M.D. 


The  Advisory  Board  of  the  Delaware  Cancer 
Network,  at  its  Annual  Meeting  in  December 
1979,  resolved  that  the  present  structure  of  the 
Delaware  Cancer  Network  be  dissolved  effective 
July  1,  1980,  and  that  all  funded  and  functioning 
programs  existing  at  the  time  be  transferred  to 
The  Wilmington  Medical  Center  after  appropriate 
and  orderly  reorganization.  This  resolution  was 
confirmed  by  the  Executive  Committee  of  The 
Wilmington  Medical  Center  at  its  regular  meet- 
ing in  February,  and  the  final  meeting  of  the 
Advisory  Board  of  the  Delaware  Cancer  Net- 
work was  held  on  April  21,  1980,  at  which  time 
a reorganization  plan  was  suggested  to  The  Wil- 
mington Medical  Center,  which  has  always  served 
as  the  legal  and  fiscal  agent  for  grants  and  con- 
tracts. 

The  reorganization  plan  developed  will  separate 
the  statewide  Tumor  Control  Centers  Program  and 
outreach  programs  from  The  Wilmington  Medical 
Center  cancer  program,  which  will  continue  as  a 
part  of  the  Medical/Dental  Staff  structure.  The 
reorganization  calls  for  the  elimination  of  the  by- 
laws of  the  Delaware  Cancer  Network  and  the 
phasing  out  of  the  Network  as  an  administrative 
structure,  the  dissolution  of  the  committee  struc- 
ture, and  the  transfer  of  any  remaining  staff 
members  to  The  Wilmington  Medical  Center. 
The  current  program  was  organized  under  the 
administrative  framework  of  the  Delaware  Cancer 
Network  Bylaws  and  Advisory  Board  with  an 
Executive  Committee.  Research  Committee,  Can- 
cer Control  Committee,  and  Evaluation  Com- 
mittee. 


At  the  present  time,  there  are  grants  and  con- 
tracts in  operation  which  will  be  continued  under 
the  direction  of  Dr.  Leslie  Whitney.  Those  re- 
lated to  breast  cancer  include  (1)  the  Breast 
Screening  follow-up  study  to  follow  a selected 
cohort  of  1,810  women  in  the  Breast  Cancer  De- 
tection Demonstration  Project  for  an  additional 
five  years,  (2)  the  Breast  Cancer  Management 
Program  follow-up,  and  (3)  Sera  Program  follow- 
up. 

Four  drug  protocol  studies  are  still  funded  and 
will  continue  to  operate  under  the  direction  of 
Dr.  Robert  Frelick.  These  include  the  National 
Surgical  Adjuvant  Breast  and  Bowel  Project 
(NSABP)  Primary  Breast  Cancer  Therapy  Group 
Grant,  the  NSABP  Colorectal  Subcontract,  the 
NSABP  Cancer  Control  Subcontract,  and  the 
Cancer  and  Leukemia  Group  B (CALGB)  Sub- 
contract. The  Gynecological  Oncology  Group 
(GOG)  Study  will  continue  under  Dr.  William 
Slate. 

The  present  cancer  registration  program,  which 
includes  the  operation  of  the  Delaware  Cancer 
Reporting  Service,  has  been  funded  through  the 
Tumor  Control  Centers  Program  (TCCP)  and  a 
Grant-in-Aid  from  the  State  of  Delaware.  The 
Delaware  State  Registry  will  continue  under  the 
management  of  Ida  Ingold  with  Dr.  Whitney  as 
principal  investigator  and  Dr.  Ruben  Teixido  as 
medical  advisor.  The  Tumor  Control  Centers 
Program  and  the  Cancer  Control  Developmental 
and  Support  Grant  have  not  been  refunded  and 
will  be  discontinued.  Local  tumor  control  pro- 
grams in  the  affiliated  hospitals  will  be  taken 
over,  funded,  and  managed  by  the  individual  hos- 


Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

•An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington.  Delaware  19801.  Tel.  (302)  428-2113. 
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pitals.  Although  there  will  no  longer  be  a full- 
time director  of  cancer  control  activities,  Dr. 
Whitney  will  continue  to  serve  on  a part-time 
basis  as  Director  of  The  Wilmington  Medical 
Center  Cancer  Program.  Mrs.  Pauline  Lauer 
will  continue  as  Business  Manager/ Administrator 
and  will  work  with  principal  investigators  in  the 
development  of  grant  and  contract  proposals  and 
will  be  responsible  for  the  day-to-day  manage- 
ment of  programs  and  budgets.  Other  elements 
of  The  Wilmington  Medical  Center  Cancer  Pro- 
gram, The  Wilmington  Medical  Center’s  Tumor 
Registry  under  Dr.  Ruben  Teixido  and  the  Car- 
penter Clinic  under  the  direction  of  Dr.  Emerson 
Gledhill,  will  continue  to  function  and  to  relate 
to  the  Cancer  Committee  of  The  Wilmington 


Medical  Center.  New  protocol  programs  pre- 
sented by  individual  principal  investigators  will 
be  reviewed  by  the  Research  Committee  and  the 
Human  Rights^  Subcommittee  of  the  Medical./ 
Dental  Staff  of  The  Wilmington  Medical  Center. 

A core  staff  will  remain  at  the  former  head- 
quarters of  the  Delaware  Cancer  Network  at  1202 
Jefferson  Street  through  January  1,  1981,  so  that 
an  orderly  transfer  of  responsibilities  can  be 
worked  out  and  unfinished  tasks  can  be  com- 
pleted, and  an  orderly  distribution  of  printed 
materials,  pamphlets,  and  educational  programs 
can  be  developed  to  preserve  important  elements 
of  the  program.  Continuation  of  this  part  of  the 
educational  portion  of  the  program  after  January 
1,  1981,  will  depend  on  the  availability  of  funds. 


« MS 


UNIFORMS,  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan , Tiffiny,  Whittenton,  Barco,  etc . 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 

1140  BALTIMORE  PIKE  TRI-STATE  MALL  (Lower Level) 
Springfield,  Pa.  19064  Claymont,  Delaware  19703 

(215)  Kl  3-4002  (302)  798-5387 


372 


Del  Med  Jrl,  July  1980— Vol  52,  No  7 


<~Pre6ident’ 6 <~Page 


DISTINCTIONS  AMONG  THE  JUDICIAL  COUNCIL,  THE  PEER  REVIEW 
AND  PROFESSIONAL  EVALUATION  COMMITTEE,  AND  THE 
BOARD  OF  MEDICAL  PRACTICE 


The  function  of  the  Judicial  Council  is  often 
misunderstood  because  of  the  way  it  interfaces 
with  the  judicial  arms  of  the  three  county  societies, 
with  the  Society’s  Peer  Review  and  Professional 
Evaluation  Committee,  and  with  the  State’s  Board 
of  Medical  Practice. 

On  September  22,  1978,  the  Medical  Society 
of  Delaware  adopted  a new  set  of  bylaws,  which, 
among  other  things,  created  the  Judicial  Council 
as  its  ruling  body  on  medical  jurisprudence  and 
ethical  matters.  The  House  of  Delegates  charged 
the  Council  with  the  responsibility  of  sitting  as 
an  appellate  tribunal  to  hear  all  appeals  properly 
brought  before  it  from  any  county  judicial  com- 
mittee. According  to  the  bylaws,  inquiries,  com- 
plaints, or  accusations  from  any  source  concerning 
the  medical  profession  are  first  referred  to  the 
appropriate  county  judicial  committee. 

Additionally,  this  Council  was  vested  with  the 
responsibility  of  interpreting  the  bylaws,  resolu- 
tions, and  rules  of  the  Society  and  interpreting 
and  ruling  upon  all  questions  of  an  ethical  nature 
that  shall  confront  the  House  of  Delegates  or  any 
other  board  or  committee  of  this  Society. 

The  Judicial  Council  is  composed  of  five  mem- 
bers elected  from  the  Society’s  component  county 
societies  on  a proportionate-membership  basis. 
Each  member  will  have  previously  served  the 
Society,  either  as  president  or  as  a member  of  the 
Board  of  Trustees,  or  as  president  of  one  of  the 
county  societies. 

In  most  cases  appealed  to  the  Judicial  Coun- 
cil the  Council  will  be  addressing  charges  brought 
before  a component  society  against  a member. 
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The  Council  may  sustain  the  findings  of  the  county 
society  or  reach  its  own  conclusion.  The  decision 
of  the  Council  shall  be  final,  subject  to  the  right 
of  appeal  to  the  Judicial  Council  of  the  American 
Medical  Association,  as  provided  in  the  Consti- 
tution and  Bylaws  of  the  American  Medical  As- 
sociation. 

It  is  important  to  note  in  considering  the  func- 
tion of  the  Judicial  Council  that  each  of  the 
separate  counties’  judicial  committees  has  the 
right  and  the  duty  to  review  complaints  within 
its  jurisdiction  and  that  the  Judicial  Council  hears 
only  appeals  which  arise  from  these  counties’ 
decisions.  The  Council  will  render  an  opinion 
on  the  appeal  and  convey  the  opinion  to  the 
involved  parties.  The  Professional  Conduct  Com- 
mittees of  Kent  and  Sussex  Counties  and  the 
Judicial  Board  of  New  Castle  County  are  these 
societies’  judicial  counterparts. 

The  Committee  on  Peer  Review  and  Profes- 
sional Evaluation  concerns  itself  with  establish- 
ing criteria  for  mode  of  practice  with  all  associated 
ramifications,  medical  necessity,  and  utilization 
in  home,  office,  and  institution.  Basically,  this 
Committee  is  seen  as  an  educational  tool.  It 
does  not  act  in  a punitive  way.  Members  of  this 
Committee  are  selected,  as  in  the  case  of  the 
Judicial  Council,  from  its  three  county  societies. 

The  Board  of  Medical  Practice,  constituted 
under  Delaware  law,  supervises  and  regulates  the 
licensing  of  physicians  and  matters  related  thereto 
in  Delaware.  Only  the  Board  of  Medical  Practice 
has  the  power  to  revoke  certificates  to  practice 
medicine.  The  Board  of  Medical  Practice  is 
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comprised  of  two  lay  persons  appointed  by  the 
Governor  and  11  physicians  who  are  appointed 
by  the  Governor  from  lists  provided  by  the  Medi- 
cal Society  of  Delaware  and  the  Delaware  State 
Osteopathic  Medical  Society.  The  President  Judge 
of  the  Superior  Court  also  is  a member  of  the 
Board,  but  is  without  a vote. 

In  our  brief  experience  with  the  Judicial  Coun- 
cil certain  situations  have  arisen  where  a Judicial 
Council  opinion  would  seem  to  be  appropriate. 
The  bylaws,  however,  do  not  speak  to  such  situ- 
ations. I would  like  to  recommend  that  at  the 
next  House  of  Delegates  meeting  consideration 
be  given  to  adding  a further  duty:  that  of  render- 
ing a judicial  opinion  when  requested  by  the 
President  or  the  Board  of  Trustees. 
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Tenuate*  © 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan* 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion. changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular.  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema,  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
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INGUINAL  HERNIA  REPAIR  UNDER 
FIELD  BLOCK  ANESTHESIA 


L.  Mario  Garcia,  M.D. 


It  is  a well  accepted  surgical  principle  that  local 
anesthesia  is  to  be  preferred  to  general  when 
possible.  For  many  years,  hernia  repair  has 
been  done  under  general  anesthesia  although 
local  anesthesia  is  actually  suitable.  In  the  past 
three  years  I have  repaired  150  inguinal  hernias 
under  field  block  anesthesia. 

Advantages 

The  major  advantages  of  field  block  anesthesia 
are:  elimination  of  the  dangers  associated  with 
general  or  spinal  anesthesia;  ability  to  check  the 
size,  number,  and  type  of  hernia,  and  also  the 
strength  of  the  repair  while  the  wound  is  open; 
prolongation  of  the  postoperative  pain-free  period 
to  an  average  of  six  to  eight  hours  with  extremes 
of  from  three  to  12  hours  by  the  use  of  0.25% 
Marcaine;  reduction  of  the  need  for  postoperative 
catheterization  almost  to  zero  because  of  early 
ambulation;  and  facilitation  of  the  care  of  patients 
with  concomitant  respiratory  problems.  Last 
but  not  least  among  the  advantages,  quick  dis- 
charge from  the  hospital  is  achieved.  Most  pa- 
tients stay  in  the  hospital  for  24  hours,  but  an 

Dr.  Garcia  is  a senior  member  of  the  Department  of  Surgery  at 
the  Wilmington  Medical  Center,  Chief  of  Surgery  at  St.  Francis 
Hospital,  and  Courtesy  Surgeon  at  Riverside  Hospital,  all  in  Wil- 
mington, Delaware. 


increasing  number  are  electing  to  be  done  as 
outpatients. 

Disadvantages 

What  are  the  drawbacks  of  hernia  repair  under 
local  anesthesia?  There  are  the  fear  and  nervous- 
ness of  being  operated  while  fully  awake,  which 
adequate  sedation  will  relieve.  There  is  the  dis- 
comfort of  receiving  three  injections  in  the  lower 
abdomen,  an  objection  which  has  been  more 
theoretical  than  observed.  Occasionally,  there  is 
the  necessity  for  an  additional  local  anesthesia; 
this  need  is  minimized  by  injecting  the  anesthetic 
ahead  of  the  expected  time  of  need  when  working 
at  the  level  of  the  internal  ring  and  base  of  the 
hernial  sac. 

What  are  the  surgical  complications  which  may 
occur  when  hernias  are  repaired  under  regional 
anesthesia?  Some  local  anesthetic  agents  such 
as  Marcaine  are  often  followed  by  a mild  to 
moderately  firm  swelling  at  the  operative  site. 
This  induration,  as  well  as  the  occasional  ecchy- 
mosis  associated  with  it,  has  had  no  lasting  con- 
sequences and  disappears  in  four  to  six  weeks. 
The  swelling  was  initially  thought  to  be  due  to 
the  epinephrine  used  earlier;  however,  the  vaso- 
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constrictor  has  recently  been  eliminated  from  the 
anesthetic  preparation  with  no  significant  decrease 
in  the  occurrence  of  swelling.  Wound  infections 
have  been  rare  and  mild. 

Methods 

Almost  all  suitable  patients  will  be  willing  to 
have  their  hernias  repaired  under  local  anesthesia 
if  the  necessary  time  is  taken  to  explain  fully  the 
ways  in  which  the  benefits  of  such  anesthesia 
outweigh  the  possible  discomforts.  Only  two  of 
my  patients  in  the  past  five  years  have  rejected 
this  method  of  anesthesia  after  adequate  explana- 
tion. 

Field  block  anesthesia  is  contraindicated  in 
extremely  nervous  or  anxious  patients,  in  the 
psychotic  individual,  in  the  very  young,  and  in 
some  patients  with  large  inguino-scrotal  hernias. 
Patients  with  mild  anxiety  need  not  be  rejected 
for  regional  block  since  they  may  be  adequately 
sedated  before  and  during  surgery. 

None  of  my  patients  has  as  yet  requested  or 
required  readmission  to  the  hospital  once  he  has 
gone  home.  No  one  has  required  catheterization. 
Three  patients  required  general  anesthesia  after 
I had  already  started  regional  block  during  the 
interoperative  time,  two  because  of  inguino-scrotal 
hernias  and  one  because  of  fear. 

Other  hospitalizations  of  more  than  one  day 
in  patients  having  herniorrhaphy  were  due  to 
concurrent  diseases  or  to  other  surgeries  being 
performed  simultaneously  with  the  herniorrhaphy. 
Eight  of  my  recent  patients  have  had  the  benefit 
of  using  transcutaneous  electric  nerve  stimula- 
tion (TENS)  in  their  postoperative  course  with 
gratifying  results.  Four  reported  a pain-free 
postoperative  course  that  totally  eliminated  the 
need  for  any  other  form  of  analgesic.  The  others 


reported  a 75%  reduction  in  the  severity  of  their 
pain,  needing  only  acetaminophen  (Tylenol)  for 
the  control  of  mild  residual  discomfort.  The  cost 
of  the  rental  of  the  TENS  unit  as  an  outpatient 
is  expected  to  be  about  $5  a day,  a figure  which 
compares  favorably  with  the  cost  of  painkillers 
taken  by  other  patients  during  their  first  three 
postoperative  days. 

Comments 

There  is  obviously  a great  deal  of  difference 
between  the  cost  of  a herniorrhaphy  done  as  an 
outpatient  and  the  cost  of  a one-  to  three-day 
hospitalization  for  the  same  procedure.  The 
savings  are  substantial  with  the  first  and  second 
systems.  At  the  present  time,  in  this  community 
the  average  hospital  cost  of  a herniorrhaphy 
performed  under  field  block  anesthesia  on  an 
ambulatory  basis  is  between  $335  and  $352.  If 
the  patient  is  admitted  for  24  hours,  the  average 
cost  increases  to  between  $440  and  $450.  For  a 
three-day  hospitalization,  the  same  costs  are  be- 
tween $624  and  $790.  (Table  1)  These  cost 
estimates  do  not  include  anesthesia  charges;  Blue 
Shield  reimburses  anesthesia  charges  if  the  anes- 
thetist delivers  the  agent,  but  does  not  do  so  if 
the  surgeon  himself  gives  the  anesthesia.  For 
every  100  hernias  performed  under  field  block 
anesthesia  on  an  ambulatory  basis,  approximately 
$28,900  would  be  saved  versus  a three-day  hos- 
pitalization for  the  100  patients.  ($624-$335  = 
$289;  100  X $289  = $28,900) 

Although  I have  personally  found  field  block 
anesthesia  quite  satisfactory,  it  is  not  yet  very 
popular  in  this  community.  Of  the  117  hernior- 
rhaphies performed  at  one  of  our  local  hospitals 
in  1978,  only  15  were  performed  utilizing  field 
block  anesthesia.  By  inspecting  50  random 
charts  of  patients  who  had  hernia  operations  at 


TABLE  1 


HOSPITAL  CHARGES  FOR 

HERNIORRHAPHY,  1978 

One-Day 

Three- Day 

Outpatient 

Hospitalization 

Hospitalization 

Hospital  A 

$352 

$440 

$624 

Hospital  B 

$335 

$450 

$790 

382 
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TABLE  2 

TYPE  OF  ANESTHESIA,  1978 


177  Cases  at 

50  Random  Cases  at 

Hospital  A 

Hospital  B 

General  = 

160 

General  = 

43 

Spinal  = 

2 

Spinal  = 

4 

Field  Block  = 

15 

Field  Block  = 

3 

another  hospital  in  the  area,  I found  only  three 
who  had  been  operated  upon  under  local  anes- 
thesia. (Table  2) 

Increased  utilization  of  field  block  anesthesia 
for  hernia  repair  for  those  patients  in  whom  there 
are  no  contraindications  is  to  be  recommended 
because  of  the  lower  incidence  of  complications 
and  lower  overall  medical  care  costs. 


% % VS 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor's  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  arid  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  1 9801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH1-’'  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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• surgical  pathology 


• microbiology 


• hematology 


• cytology 
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• serology 


• nuclear  medicine 
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VITAMIN  D DEFICIENCY  RICKETS 


Steven  Bachrach,  M.D. 


Vitamin  D deficiency  rickets,  a very  prevalent 
disease  only  a few  decades  ago,  has  now  almost 
totally  disappeared.1  It  continues  to  be  seen, 
however,  in  the  pediatric  age  range  among  certain 
susceptible  subgroups,  which  include  very  pre- 
mature infants,  those  on  long-term  anticonvulsant 
therapy,  those  with  malabsorptive  diseases,  and 
among  strict  vegetarians  with  little  or  no  vitamin 
D intake. 

Metabolism  of  Vitamin  D 

To  understand  vitamin  D deficiency  rickets, 
one  needs  first  to  understand  the  metabolism  of 
vitamin  D and  the  pathophysiology  of  the  process 
that  results  when  it  is  lacking.  Figure  1 shows 
the  metabolism  of  vitamin  D beginning  with 
cholesterol,  which  is  converted  by  the  intes- 
tinal mucosa  to  7-dehydrocholesterol.  This 
compound  is  then  transferred  to  the  skin,  where 
ultraviolet  radiation  transforms  it  to  cholecalci- 
ferol,  also  known  as  vitamin  D3.  This  compound 
undergoes  hydroxylation  in  the  liver  and  another 
hydroxylation  step  in  the  kidney,  resulting  in  the 
active  metabolite  1,25  dihydroxycholecalciferol. 
An  alternative  supply  of  vitamin  D can  be  ob- 
tained by  irradiating  ergosterol,  a plant  sterol,  in 
the  laboratory  to  produce  ergocalciferol,  also 
known  as  vitamin  D2.  This  compound,  commonly 
added  to  cow’s  milk  (which  is  ordinarily  deficient 
in  vitamin  D),  undergoes  the  hydroxylation  steps 
described  above  in  the  liver  and  kidney  after 
ingestion. 

The  action  of  vitamin  D very  closely  interre- 
lates with  the  action  of  parathyroid  hormone. 
Vitamin  D’s  main  functions  are  the  homeostatic 
control  of  calcium  and  the  normal  calcification 
of  bone.2  (Figure  2)  A decrease  in  the  level  of 

Dr.  Bachrach  is  Director  of  Pediatrics  at  Children’s  Heart  Hos- 
pital, and  Clinical  Assistant  Professor  of  Pediatrics,  Thomas  Jeffer- 
son University  Hospital  in  Philadelphia,  Pennsylvania. 

This  paper  was  adapted  from  a presentation  to  the  Department 
of  Pediatrics,  Wilmington  Medical  Center,  Wilmington,  Delaware. 

Del  Med  Jrl,  July  1980 — Vol  52,  No  7 


vitamin  D results  in  a decrease  in  the  serum  level 
of  calcium,  due  to  decreased  absorption  from 
the  intestine,  decreased  mobilization  of  calcium 
from  the  bone,  and,  possibly,  decreased  calcium 
reabsorption  from  the  kidney.  The  fall  in  serum 
calcium  results  in  an  increase  in  secretion  of 
parathyroid  hormone,  thus  restoring  a normal 
serum  calcium  by  increasing  the  mobilization  of 
calcium  from  bone,  decreasing  its  renal  excretion, 
and  increasing  its  absorption  from  the  intestine. 
At  the  same  time,  the  increase  in  parathyroid 
hormone  results  in  decreased  renal  tubular  re- 
absorption  of  phosphate,  resulting  in  phospha- 
turia  and  a subsequent  fall  in  serum  inorganic 
phosphorus.  Two  other  markers  of  vitamin  D 
deficiency  are  an  increase  in  alkaline  phosphatase, 
resulting  from  increased  osteoblastic  activity,  and 
aminoaciduria,  caused  by  decreased  proximal 
tubular  reabsorption;  both  effects  are  due  to 
elevated  PTH. 

Stages  of  Vitamin  D Deficiency 

These  various  markers  of  vitamin  D deficiency 
are  not  all  seen  immediately.  In  fact,  three  stages 
have  been  defined  for  vitamin  D deficiency.3  In 
the  early  stage,  the  fall  in  vitamin  D results 
in  a fall  in  serum  calcium  only.  PTH  remains  at 
a normal  level,  as  do  serum  inorganic  phosphorus 
and  alkaline  phosphatase.  As  vitamin  D re- 
mains low,  this  process  enters  the  second  stage, 
where  the  parathyroid  gland  responds  to  the  fall 
in  serum  calcium  by  increasing  its  production  of 
PTH.  This  stage  is  characterized  by  aminoaci- 
duria, phosphaturia,  a normal  serum  calcium,  a 
low  serum  inorganic  phosphorus,  and  early  rachi- 
tic changes  on  x-ray.  In  stage  3 rickets,  the 
elevated  PTH  can  no  longer  maintain  the  serum 
calcium  at  a normal  level.  Stage  3 rickets  is 
characterized  by  a low  serum  phosphorus  and  a 
low  serum  calcium,  as  well  as  the  elevation  of 
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FIGURE  1 
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Cycle  of  metabolism  of  vitamin  D leading  to  formation  of  active  physiologic 
principle:  1 ,25-Dihydroxyvitamin  D. 


FIGURE  2 

INTERRELATED  EFFECTS  OF  VITAMIN  D, 
PARATHYROID  HORMONE,  AND  CALCITONIN 

Vitamin  D 

t Calcium  absorption  from  intestine 
t Phosphate  absorption  from  intestine  (?) 
f Calcium  mobilization  from  bone 
t Calcium  reabsorption  from  kidney  (?) 
f Phosphate  reabsorption  from  kidney  (?) 

Parathyroid  hormone  (stimulated  by  ! serum 
calcium,  magnesium  required) 

Reabsorption  of  phosphate  in  kidney 
4 Serum  phosphate 
t Urinary  phosphate 
f Serum  calcium 
Mobilizes  calcium  from  bone 

Calcium  excretion  by  kidney 
t Calcium  absorption  from  intestine 

Calcitonin  (stimulated  by  t serum  calcium  or 
t phosphate) 

l Bone  resorption 
4,  Serum  calcium 

From  Barness  LA:  Vitamins  in  nutrition,  in  Kelley  VC  (ed) : 
Practice  of  Pediatrics,  Volume  1,  Hagerstown,  Maryland,  Harper 
and  Row,  1977,  Chapter  28. 
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alkaline  phosphatase,  phosphaturia,  and  amino- 
aciduria. 

One  needs  growing  bone  to  develop  rickets; 
this  is  why  rickets  is  commonly  seen  in  infants 
and  adolescents.  When  adults  who  no  longer 
have  growing  bone  have  a deficiency  of  vitamin 
D,  they  develop  osteomalacia.  In  turn,  infants 
or  adolescents  who  are  severely  malnourished  do 
not  develop  rickets,  because  they  do  not  have 
growing  bone  either. 

Findings  of  Rickets 

The  x-ray  findings  of  rickets  are  most  clas- 
sically looked  for  in  the  distal  ulna  and  radius, 
though  they  can  be  seen  in  any  of  the  bones. 
The  deficiency  of  calcium  and  phosphorus,  as 
well  as  the  deficiency  of  vitamin  D,  results  in 
either  uncalcified  or  abnormally  calcified  os- 
teoid; the  cartilage  cells  do  not  complete  their 
normal  development,  resulting  in  a frayed,  irregu- 
lar epiphyseal  line.  There  is  also  demineraliza- 
tion seen  throughout  the  skeleton.  At  the  sites 
of  a maximum  mechanical  stress  are  seen  the 
maximum  amount  of  deformity,  ie,  the  ends  of 
the  long  bones  of  the  legs. 

One  of  the  earliest  physical  findings  of  rickets 
in  infants  is  craniotabes,  seen  secondary  to  thin- 
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ning  of  the  inner  table  of  the  skull.  Other 
findings  include  enlarged  wrists  and  ankles  sec- 
ondary to  the  metaphyseal  widening,  a “rachitic 
rosary,”  enlarged  and  persistent  anterior  or  pos- 
terior fontanelles,  bowed  legs  (after  weight  bear- 
ing begins),  delayed  eruption  of  the  primary 
teeth,  defects  in  the  enamel  of  the  teeth,  hypotonia 
which  can  result  in  delayed  motor  skills,  and  a 
pot  belly  and  Harrison’s  groove,  which  results 
from  a flattened  thorax  and  a sternum  that  is 
projected  forward  because  of  the  hypotonia. 

Rachitic  patients  can  also  present  with  seizures, 
usually  precipitated  by  a sudden  drop  in  calcium. 
This  may  be  caused  by  an  infection  which  moves 
phosphate  out  of  the  bone  and  into  the  blood- 
stream, thus  reducing  serum  calcium,  or,  sur- 
prisingly, by  treatment  with  vitamin  D or  by 
sudden  exposure  to  sunlight,  which  moves  calcium 
out  of  the  bloodstream  into  the  bone,  also  abruptly 
causing  hypocalcemia  and  thus,  seizures. 

Etiology 

Based  on  its  etiology,  rickets  can  be  divided  into 
two  large  groupings.  (Table  1)  The  first  group 
is  characterized  by  some  interference  in  the  meta- 
bolic cycle  of  vitamin  D,  which  leads  to  a decrease 
in  its  serum  concentration.  The  second  group 
includes  those  diseases  in  which  there  is  an  ab- 
normality of  the  target  cells  responsible  for 
calcium  and  phosphorus  homeostasis  so  that  the 
hormonal  actions  of  vitamin  D are  blocked  even 
though  the  level  of  vitamin  D is  normal.  Group 
I includes  the  more  common  forms  of  rickets, 
including  vitamin  D deficiency,  and  it  is  these 
causes  which  will  be  discussed  in  more  detail. 

Classical  vitamin  D deficiency  can  come  about 
either  because  of  a diet  that  is  deficient  in  exo- 
genous sources  of  vitamin  D or  because  of  a 
lack  of  sufficient  exposure  to  sunlight  to  allow 
the  individual  to  make  his  own  endogenous  sup- 
ply. In  a description  of  rickets  and  its  role  in 
the  industrial  revolution  in  Europe,  Loomis  de- 
scribed rickets  as  the  first  air  pollution  disease.4 
The  classic  description  of  rickets  was  written  in 
1650,  at  the  time  of  the  introduction  of  coal  to 
England,  and  is  ascribed  to  Glisson.  Rickets 
then  spread  throughout  Europe’s  factory  towns 
and  city  slums  and  was  far  more  prevalent  in 
the  northern  European  countries,  which  have  long 


TABLE  1 

CLASSIFICATION  OF  VARIOUS  FORMS  OF 
RICKETS  AND  OSTEOMALACIA 

Deficiency  of  Active 

Vitamin  D Metabolite  Target  Cell  Abnormality 

Vitamin  D deficiency  Fanconi  syndrome 

Absence  of  sunshine  Cystinosis 

Dietary  lack  Tyrosinosis 

Vitamin  D malabsorption  Other  causes 
Liver  disease  Renal  tubular  acidosis 

Anticonvulsant  drugs  Genetic  primary  hypo- 

phosphatemia 

Renal  disease 

Vitamin  D dependency  Hypophosphatemia  with 

( 1 -OHase  abnormality)  "nonendocrine  tumors” 

From  Harrison  HE:  Rickets  then  and  now.  J Pediatr  87:1144- 
1151,  1975. 

dark  winters,  than  it  was  in  more  southern 
countries. 

Early  studies  in  both  this  country  and  in 
Europe  noted  that  rickets  was  prevalent  in  zoo 
animals  “upon  which  he  (man)  has  been  able 
to  impose  successfully  such  artificial  conditions 
of  environment  and  diet  as  he  has  developed 
for  himself.”5  In  the  same  paper,  Park  noted 
that  rickets  developed  in  man  wherever  the  arti- 
ficial constraints  of  civilization  appeared,  and 
never  among  people  living  “under  natural 
conditions.”5  In  a study  done  in  Bombay, 
Hutchinson  found  a high  incidence  of  rickets 
among  rich,  well-fed  Moslems  whose  married 
women  entered  purdah,  and  whose  infants  re- 
mained indoors.6  There  was  less  rickets  among 
well-to-do  Hindus,  whose  children  go  outdoors 
more,  but  the  lowest  incidence  was  among  poor 
Hindus  who  had  bad  diets  but  who  worked  out- 
doors and  whose  babies  played  in  the  sun.  Other 
studies  like  this  one  helped  to  define  the  role 
of  sunlight  in  preventing  vitamin  D deficiency 
rickets.  In  addition,  the  dietary  factor  was  iso- 
lated and  named  vitamin  D. 

Since  vitamin  D is  a fat-soluble  vitamin,  gas- 
trointestinal dysfunctions  with  fat  malabsorption, 
such  as  celiac  disease,  cystic  fibrosis,  biliary 
atresia  or  pancreatitis,  may  cause  rickets  because 
of  failure  to  absorb  vitamin  D.  This  can  often  be 


Del  Med  Jrl,  July  1980 — Vol  52,  No  7 


387 


Vitamin  D Deficiency  Rickets — Bachrach 


overcome  by  increased  doses  of  vitamin  D (ie, 
ten  times  the  usual  daily  dose).  Patients  who 
take  long-term  anticonvulsants,  particularly 
phenobarbital  and  phenytoin  sodium,  may  also 
develop  rickets,  apparently  because  the  me- 
tabolism of  vitamin  D to  its  polar  inactive  me- 
tabolites is  increased.  These  patients  can  be 
treated  by  increasing  the  intake  of  vitamin  D to 
as  little  as  double  the  usual  recommended  daily 
dose.7  In  severe  liver  or  renal  disease,  where 
there  is  interference  with  hydroxylation,  the  active 
metabolite  1,25  dihydroxycholecalciferol  has  now 
been  synthesized  and  can  be  given  to  patients. 

"At  Risk"  Groups 

Classical  deficiency  rickets  had  almost  disap- 
peared in  recent  years,  following  the  addition 
of  vitamin  D to  cow’s  milk,  only  to  recently 
reemerge  among  certain  ‘‘at  risk’’  groups.  The 
first  group  are  very  premature  infants  whose 
need  for  vitamin  D is  probably  much  greater 
than  the  400  units  a day  required  for  full-term 
infants  and  children,  although  the  actual  daily 
requirement  for  such  prematures  is  not  known. 
It  is  clear,  however,  that  premature  infants  who 
are  not  taking  very  much  formula,  or  who  are 
receiving  IV  fluids  only  are  not  getting  even 
400  units  of  vitamin  D a day.  Many  reports 
have  emanated  from  intensive  care  nurseries  in 
recent  years,  describing  the  development  of  rickets 
in  very  premature  infants.8 

In  addition,  recent  reports  point  to  another 
group  susceptible  to  vitamin  D deficiency.  These 
are  people  who  adhere  to  a strict  vegan  diet,  which 
is  deficient  in  vitamin  D because  of  the  lack  of 
milk,  eggs,  and  fish.  This  is  particularly  true 
for  Black  Muslims,  who  wear  long  robes  and 
hoods  which  shield  them  from  the  sun,  and  many 
of  whom  adhere  to  a diet  deficient  in  vitamin 
D.9  Recent  reports  of  this  type  of  rickets  have 
come  from  Philadelphia9  and  Chicago,10  as  well 
as  from  Israel,11  (where  “Black  Hebrew”  immi- 
grants from  the  US  had  settled),  alerting  us  to  the 
reappearance  of  this  disease  in  the  United  States. 
Similar  reports  regarding  dark-skinned  Indian 
and  Pakistani  immigrants  have  for  many  years 
emanated  from  England  and  Scotland. 

Vitamin  D Supplement  Needed? 

Despite  the  reemergence  of  this  disease,  there 


is  now  evidence  that  vitamin  D may  not  be  needed 
as  a supplement  by  all  breast-fed  infants.  For 
many  years,  attempts  were  made  to  detect  the 
presence  of  vitamin  D in  human  milk.  Biologic 
assay  of  the  lipid  fraction  revealed  only  four 
international  units  of  vitamin  D activity  per  liter.12 
Because  of  this,  it  was  and  still  is  recommended 
that  breast-fed  babies  receive  supplemental  vita- 
min D at  a dose  of  400  units  per  day. 


More  recent  studies  have  shown,  however,  that 
vitamin  D sulfate  is  present  in  the  aqueous  frac- 
tion of  human  milk  in  a concentration  of  approxi- 
mately 400  units  per  liter,13  although  its  bio- 
availability is  not  yet  proven.  Thus,  it  appears 
that  breast-fed  infants  might  not  need  supple- 
mentation if  they  are  nursing  from  mothers  who 
have  adequate  vitamin  D synthesis  or  intake 
themselves.  In  the  Black  Muslim  group  described 
above,  the  mothers  themselves  were  probably 
deficient  in  vitamin  D,  because  of  both  their  own 
lack  of  intake  of  exogenous  vitamin  D and  their 
lack  of  exposure  to  ultraviolet  light.9  For  this 
group,  as  well  as  other  nursing  mothers  who  are 
deficient  in  vitamin  D,  supplementation  is  ap- 
propriate for  the  nursing  mother  and  infant.  Sup- 
plementation of  breast-fed  children  with  vitamin 
D is  probably  necessary  only  in  such  unusual 
cases,  though  dark-skinned  infants  in  general 
are  at  risk,  especially  during  the  winter. 


It  is  still  too  early  to  consider  vitamin  D de- 
ficiency a pediatric  relic. 
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THE  MISUSE  OF  STATISTICS 

“He  uses  statistics  as  a drunken  man  uses  lamp 
posts — for  support  rather  than  illumination.” 

Andrew  Lang 

Many  physicians  feel  ill  at  ease  when  con- 
fronted with  statistics.  There  is  a tendency  to 
go  to  one  extreme  or  the  other,  either  to  accept 
on  faith  the  statistical  manipulations  set  before 
us,  or  to  believe  as  Disraeli  did  that  “there  are 
three  kinds  of  lies:  lies,  damned  lies,  and  statis- 
tics.” What  are  really  needed  are  an  increased 
awareness  of  what  statistics  can  and  cannot  tell 
us  and  an  attitude  of  healthy  skepticism. 

From  time  to  time  articles  appear  in  the  medi- 
cal literature  criticizing  the  inappropriate  use  of 
statistics  in  medical  journals.  In  1976,  Gore 
et  al1  reported  on  a study  of  statistics  used  in  62 
papers  in  13  consecutive  issues  of  the  British 
Medical  Journal.  They  found  that  32  of  the 
papers  had  statistical  errors  of  some  kind,  and 
18  of  these  were  felt  to  be  serious.  This  report 
resulted  in  a lively  correspondence  to  the  journal 
and  some  improvement  in  the  use  of  statistics, 
but  errors  remain.  More  recent  articles  discuss 
similiar  problems  in  the  American  literature.2  4 

Whenever  any  experimental  data  are  collected, 
they  have  to  be  summarized  in  some  way.  Most 
commonly  this  is  done  by  giving  a mean  and  a 
value  which  gives  an  idea  of  the  dispersion  of  the 
data  around  the  mean.  Generally,  a Gaussian 
or  “normal”  distribution  is  assumed.  In  the  19th 
century,  Gauss  found  that  the  variability  of  re- 
peated measurements  of  a single  object  followed 
a symmetrical  bell-shaped  curve,  with  the  most 
commonly  repeated  measurement  being  the  mean 
itself.  This  became  known  as  the  normal  dis- 
tribution with  the  unfortunate  implication,  in 
many  non -statistician  minds,  that  any  other  dis- 


tribution is  in  some  way  “abnormal.”  There  ap- 
pears to  be  something  comforting  about  the 
symmetry  of  the  Gaussian  curve,  however,  even 
though  not  testing  for  a true  Gaussian  distribu- 
tion can  produce  some  rather  ridiculous  results. 
A series  of  measurements  that  approximates  to 
a normal  distribution  will  result  in  the  mean  plus 
or  minus  two  standard  deviations  (SD),  encom- 
passing 95  percent  of  the  population  studied.  An 
article  on  the  24-hour  radioiodine  uptake  pub- 
lished in  1964  stated  “the  mean  uptake  in  males 
was  12.4  percent  of  the  administered  dose  with 
a standard  deviation  of  11.3  percent.”5  An  in- 
terpretation of  this  observation  is  that  95  percent 
of  the  population  studied  had  uptakes  in  the  range 
of  —10.2  to  +35%,  which  is  surely  absurd. 
Lest  it  is  thought  that  this  type  of  statement  would 
not  occur  today,  a very  recent  article  appearing  in 
The  New  England  Journal  of  Medicine  gives  the 
mean  cholesterol  crystal  count  in  the  bile  of  14 
patients  with  gallstones  as  470  ± 850  per  cubic 
millimeter.6  Far  more  frequently,  however,  some- 
where along  the  line,  the  standard  deviation, 
which  is  a measure  of  dispersion  in  a normal 
distribution,  gets  transformed  into  the  standard 
error  (SE  or  SEM).  This  appears  to  have  be- 
come a tradition  that  has  the  great  advantage  of 
making  the  data  look  better,  since  the  SE  is  al- 
ways less  than  the  SD  (SE  = SD  -r-  by  the  square 
root  of  n,  where  n is  the  number  of  measure- 
ments).3 

The  standard  error  is  an  abstract  concept,  a 
measure  of  the  deviation  of  the  mean  from  the 
universal  mean  if  all  possible  data  points  were 
collected,  and  assumes  that  the  original  sampling 
was  truly  random.  As  Feinstein  states,  “A 
standard  error  has  nothing  to  do  with  standards, 
with  errors,  or  with  the  communication  of  scien- 
tific data.  The  concept  is  an  abstract  idea, 
spawned  by  the  imaginary  world  of  statistical 
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inference  and  pertinent  only  when  certain  opera- 
tions of  that  imaginary  world  are  met  in  scientific 
reality.”7  Given  the  standard  error  and  the  num- 
ber of  observations,  we  can  calculate  the  standard 
deviation,  but  this  is  clearly  unnecessary  when 
the  standard  error  should  not  have  been  used  in 
the  first  place. 

Generally,  when  statistics  are  used  in  medicine, 
it  is  because  we  want  to  compare  methods  of 
treatment  or  to  test  for  a cause  and  effect  rela- 
tionship. For  the  latter,  correlation  coefficients 
or  regression  coefficients  are  most  commonly  used. 
It  is  very  important  to  realize,  however,  that  the 
correlation  coefficient  (r)  demonstrates  an  inter- 
dependent relationship,  for  example,  between  age 
and  weight,  rather  than  a causal  relationship, 
that  age  affects  weight  or  vice  versa.  In  order  to 
measure  dependency,  regression  analysis  is  neces- 
sary, to  show  that  y regresses  on  x,  or  x on  y. 
Using  the  formula  y = a + bx,  and  a least 
squares  procedure,  b becomes  the  regression  co- 
efficient (the  slope  of  the  line)  and  indicates  the 
degree  of  dependency  of  y on  x.  Multiplying 
the  regression  of  y on  x and  x on  y gives  the  co- 
efficient of  determination  (r2),  the  square  root 
of  which  (r)  is  the  correlation  coefficient.  Since 
the  correlation  coefficient  tells  us  nothing  about 
the  dependency  of  two  variables,  why  is  it  so 
popular?  Feinstein  suggests  that  the  reason  for 
the  popularity  of  r is  that  it  eliminates  the  need 
for  having  a sense  of  direction  in  research,  that 
it  avoids  having  to  make  decisions  as  to  whether 
y depends  on  x or  vice  versa.8  Values  for  r 
vary  from  +1  (a  perfect  positive  relationship) 
to  —1  (a  perfect  negative  or  inverse  relationship). 
Sometimes  these  figures  look  really  impressive, 
and  indeed  if  r is  greater  than  0.95,  a high  de- 
gree of  interdependence  has  been  established. 
The  degree  to  which  the  measurements  vary  to- 
gether, however,  is  better  assessed  by  using  the 
coefficient  of  determination  (r2).  The  notation 
r2  gives  that  proportion  of  the  original  variance 
that  has  been  “explained”  by  the  regression. 
Since  r is  almost  always  less  than  1,  r2  becomes 
an  even  smaller  number  and  demonstrates  how 
misleading  the  correlation  coefficient  can  become. 
The  correlation  between  IQ  and  school  grades  is 
commonly  given  as  0.5,  which  means  that  25 
percent  of  the  variation  in  school  grades  is  associ- 


ated with  IQ;  75  percent  of  this  variation  is  not 
accounted  for  by  IQ.4  Many  articles  in  the  medi- 
cal literature  give  correlation  coefficients,  for 
which  significance  is  claimed,  of  far  less  than 
0.5.  In  their  study  on  alcohol  and  blood  lipids, 
Castelli  et  al  state  that  there  is  a strong  relation- 
ship between  alcohol  consumption  and  high  den- 
sity lipoprotein  cholesterol.  As  the  “strongest” 
correlation  seen  was  one  of  0.30,  only  9 percent 
of  the  variation  in  HDL  cholesterol  level  is  asso- 
ciated with  alcohol  consumption,  and  91  percent 
is  not.9  This  may  well  have  been  statistically  sig- 
nificant, if  sufficient  subjects  were  tested,  but 
can  hardly  be  considered  of  great  medical  signifi- 
cance. 

Almost  any  medical  article  in  which  groups 
and  methods  are  compared  will  eventually  con- 
clude with  a test  of  statistical  significance;  this 
has  been  called  “the  worship  of  ‘p’.”10  The  sta- 
tistical significance  between  two  groups  is  gener- 
ally based  on  two  procedures,  the  t test  if  the  data 
are  expressed  as  means  and  the  x2  (chi)  test  if  the 
data  are  expressed  as  proportions  or  percentages. 
Both  tests  depend  on  a number  of  assumptions 
which  may  be  difficult  or  impossible  to  comply 
with  in  biomedical  research.  Each  test  results 
in  a number,  which,  by  consulting  the  appropriate 
tables,  can  be  translated  into  a “p”  value,  the 
magic  level  being  p < 0.05.  This  means  that 
there  is  a probability  of  only  5 percent  (1  in  20) 
that  the  difference  between  the  two  groups  studied 
could  occur  by  chance,  and  so  the  null  hypo- 
thesis, that  there  is  no  difference  between  groups, 
is  rejected.  A p value  of  0.01  reduces  the  chance 
to  1 percent.  It  is  a mystery  as  to  why  a level 
of  p < 0.05  is  so  frequently  used  as  the  test  of 
significance,  for  in  some  situations  the  chance 
of  being  wrong  5 percent  of  the  time  may  be 
totally  unacceptable,  p values  are  unreliable 
also  because  they  are  totally  dependent  on  the 
size  of  the  groups  under  investigation.  No  mat- 
ter how  trivial  the  hypothesis  or  how  inconse- 
quential the  difference  that  is  being  analyzed,  the 
results  will  be  statistically  significant  if  the  sam- 
ple is  large  enough.  Feinstein  gives  an  example 
of  this  by  comparing  two  groups  with  an  8 per- 
cent difference  in  success  rate  for  two  different 
forms  of  treatment.11  If  the  numbers  are  small, 
for  example,  20  out  of  25  (80%)  in  one  group 
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and  18  out  of  25  (72%)  in  the  second,  we  con- 
clude by  “eye  test”  that  the  difference  is  not  im- 
pressive, and  the  x2  test  confirms  our  impression 
with  p > 0.5.  Increasing  the  number  tenfold  to 
200  out  of  250  and  180  out  of  250  does  not 
change  the  percentage  difference;  however,  for  the 
X2  test,  p becomes  < 0.05  and,  behold,  the  dif- 
ference is  significant.  There  are  other  statistical 
approaches  using  permutation  techniques  which 
avoid  these  problems,  but  they  are  infrequently 
used  because  of  the  laborious  calculations  in- 
volved. 

Statistical  significance  may  or  may  not  mean 
clinical  significance.  Lack  of  statistical  signifi- 
cance, because  of  limited  numbers,  may  mask  true 
clinical  significance.2  Only  the  investigator  can 
decide  what  for  him  or  her  is  to  be  medically 
significant  and  plan  the  investigation  accordingly. 
Perhaps  it  is  as  well  to  remember  Bailar’s  laws 
of  data  analysis:  that  there  are  no  “right”  answers, 
that  statistics  are  not  the  only  route  to  wisdom, 
that  rare  events  do  happen,  that  no  sample  is  ever 
big  enough,  and  that  no  analysis  is  ever  perfect.12 
Books  on  statistics  are  notoriously  unintelligible 
or  at  least  indigestible;  however,  two  can  be 
recommended,  those  by  Swinscow13  and  Fein- 
stein.14 

P./.P. 
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IF  THE  TROLLEY’S  IN  SIGHT 

The  Delaware  Cancer  Network,  whose  lease  on 
life  will  shortly  expire  along  with  its  federal  fund- 
ing, has  just  produced  a booklet  entitled,  some- 
what whimsically,  IF  THE  TROLLEY'S  IN 
SIGHT,  the  trolley  being  death.  The  book’s  sub- 
title, A Practical  Legal  and  Financial  Guide  for 
People  with  Life-Threatening  Illnesses,  is  under- 
standable since  the  pamphlet  was  written  under 
the  aegis  and  funding  of  the  Cancer  agency,  which 
meant  for  it  to  be  distributed  to  cancer  patients 
who  are  naturally  particularly  subject  to  thoughts 
of  death  and  dying,  including  its  business  matters. 

But  as  a matter  of  fact,  most  adults  who  be- 
come ill  from  any  cause,  even  from  diseases  from 
which  they  are  fairly  certain  to  recover  com- 
pletely, are  likely  to  think  of  the  business  affairs 
associated  with  death  even  if  they  have  never 
dealt  before  with  these  matters.  This  booklet 
would  serve  as  a good  resource  for  all  patients 
who  have  neglected  this  aspect  of  their  lives  ex- 
cept for  the  fact  that  the  flyleaf  acknowledges  the 
help  of  a funeral  home,  an  acknowledgement  I 
feel  would  have  been  more  graceful  on  the  last 
page.  It  also  detracts  from  the  truth  that  this 
booklet  is  a practical  legal  and  financial  guide 
for  all  mature  adults,  not  merely  for  people  with 
life-threatening  illness,  as  it  contains  information 
with  which  every  adult  who  possesses  more  than 
the  clothes  on  his  back  should  be  conversant. 

Copies  are  available  from  the  Delaware  Cancer 
Network.  I hope  that  someone  will  reissue  the 
book  with  a less  restrictive  and  discouraging  title 
such  as,  A Practical  Legal  and  Financial  Guide  for 
Everyone,  so  that  it  seem  less  exclusive;  the  in- 
formation therein  will  need  little  if  any  alteration. 

B.Z.P. 


Del  Med  Jrl,  July  1980 — Vol  52,  No  7 


393 


INVITATION  TO  EXHIBIT 


191st  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 

Applications  for  SCIENTIFIC  EXHIBITS  for  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  are  invited  by  the  Scientific  Exhibits  Com- 
mittee. 

It  is  hoped  the  exhibit  portion  of  the  Annual  Meeting  to  be  held  at 
the  Hotel  duPont  in  Wilmington,  November  15,  1980,  will  be  the  stimu- 
lation to  demonstrate  scientific  achievement.  Physicians  are  invited  to 
apply  now  for  space. 

Mail  application  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilming- 
ton, Delaware  19806. 


SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

191st  Annual  Meeting,  Medical  Society  of  Delaware 
Hotel  duPont,  Wilmington,  Delaware 
November  15,  1980 

1 . Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor (s) : Degree: 

3.  Size  of  booth  Requested:  (Absolute  Maximum:  Length  6’,  Depth  2y2') 

4.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the 
exhibit,  what  the  exhibit  shows,  and  the  conclusions  reached.) 

Name 

Address 


Deadline  for  Filing  Applications,  September  1 5, 1 980 


RETIREMENT  PLAN  UPDATE 


Leif  C.  Beck,  LL.B.,  CPBC 
Vasilios  J.  Kalogredis,  J.D.,  CPBC 
Geoffrey  T.  Anders,  J.D.,  CPA 


This  article  will  focus  on  various  types  of  cor- 
porate retirement  plans  available  and  some  in- 
teresting details  relevant  to  them.  We  hope  it 
will  serve  not  only  as  useful  background  informa- 
tion for  doctors  evaluating  the  incorporation  step, 
but  also  as  an  update  for  those  who  are  incorpor- 
ated (including  those  for  whom  consideration 
of  a change  in  their  present  retirement  plan  situa- 
tion is  warranted). 

Defined  Contribution  Plans 

There  are  three  major  types  of  defined  contri- 
bution plans  available  to  the  incorporated  pro- 
fessional: (1)  money  purchase  pension  plan,  (2) 
profit  sharing  plan,  and  (3)  target  benefit  pension 
plan.  Each  of  the  three  will  be  described  in  de- 
tail below. 

1.  A money  purchase  pension  plan  is  a cor- 
porate retirement  plan  requiring  that  a specific 
formula  contribution  be  made  by  the  corporation 
each  year  for  then-eligible  employees.  For  ex- 
ample, a money  purchase  pension  plan  could 
call  for  an  annual  contribution  equal  to  ten  per- 
cent of  compensation  for  each  participating  em- 
ployee. The  corporation  must  make  that  con- 
tribution; it  is  obligatory. 

The  maximum  amount  which  may  be  contri- 
buted for  any  employee  for  the  1980  plan  year 
in  a money  purchase  pension  plan  is  a sum  equal 
to  the  lesser  of  25  percent  of  total  corporate 
compensation  or  $36,875  (the  dollar  figure  goes 
up  every  year  with  cost-of-living — in  1974  it  was 
$25,000;  in  1979  it  was  $32,700).  Therefore,  if 

Messrs.  Beck,  Kalogredis,  and  Anders  are  the  principal  consult- 
ants of  Management  Consulting  for  Professionals,  Inc.,  Bala  Cyn- 
wyd,  Pennsylvania. 

Del  Med  Jrl,  July  1980 — Vol  52,  No  7 


a doctor’s  1980  corporate  year  salary  exceeded 
$147,500  ($147,500  X 25%  equals  $36,875), 
he  would  not  be  able  to  have  the  corporation 
make  a full  25  percent  contribution  on  his  behalf. 

Each  participant  has  his  or  her  own  account 
balance;  and,  if  the  plan  so  allows,  each  partici- 
pant can  separately  invest  his  or  her  own  portion 
of  the  fund.  (This  is  unique  to  the  defined  con- 
tribution plans.) 

2.  A profit  sharing  plan  is  another  type  of 
defined  contribution  corporate  retirement  plan. 
Generally,  contributions  to  a profit  sharing  plan 
are  limited  to  “current  or  accumulated  corporate 
profits.”  A profit  sharing  plan  differs  from  a 
pension  plan  in  that  contributions  to  it  are  not 
obligatory — they  are  discretionary.  The  corpora- 
tion board  of  directors  (usually  the  doctor (s)  and 
key  advisors)  makes  the  final  contribution  de- 
cision. It  provides  excellent  flexibilities. 

The  maximum  contribution  limit  for  a profit 
sharing  plan  is  15  percent  of  the  covered  em- 
ployees’ compensation.  Therefore,  the  board  has 
the  flexibility  to  authorize  a contribution  as  low 
as  $0  or  as  high  as  the  above  described  15  per- 
cent. 

A common  arrangement  for  many  professional 
corporations  involves  the  combining  of  a profit 
sharing  plan  with  a money  purchase  pension  plan. 
The  two  combined  can  allow  corporate  contribu- 
tions as  high  as  the  25  percent  or  $36,875  de- 
scribed above.  Although  it  is  true  that  a money 
purchase  pension  plan  alone  could  allow  for  such 
a generous  contribution,  the  flexibility  the  profit 

395 


Retirement  Plan  Update — Beck 


sharing  plan  provides  often  has  great  appeal  over 
the  rigidity  of  a full  25  percent  money  purchase 
pension  plan  formula. 

3.  A target  benefit  plan  is  a hybrid  rarely  used; 
this  can  be  advantageous  in  certain  situations.  It 
is  a defined  contribution  plan  with  some  defined 
benefit  characteristics. 

Under  such  a plan,  the  amount  of  the  employer 
contribution  allocated  to  each  participating  em- 
ployee is  determined  under  a plan  formula  that 
does  not  allow  discretion  by  the  corporation.  It 
is  computed  on  the  basis  of  the  amount  necessary 
to  provide  a target  benefit  figure  at  the  specified 
retirement  age  for  the  participant.  Age,  number 
of  years  to  retirement,  life  expectancy  at  retire- 
ment, compensation,  and  assumed  investment 
returns  are  all  factors  used  in  the  calculations. 
The  plan  provides  a formula  benefit,  eg,  50  per- 
cent of  monthly  compensations  for  retirement 
without  a commitment  to  achieve  that  goal.  De- 
pending upon  investment  results  within  the  plan, 
it  may  fall  short  or  it  may  exceed  the  “targeted 
benefit”  goal.  An  actuary  is  needed  to  calculate 
this. 

The  maximum  amount  that  may  be  contributed 
for  any  participating  employee  under  this  plan 
is  a figure  equal  to  the  lesser  of  25  percent  of 
compensation  or  $36,875  (in  1980). 

Defined  Benefit  Plan 

Any  easy  definition  of  a defined  (or  fixed) 
benefit  pension  plan  is  that  it  is  not  a defined 
contribution  plan.  It  is  similar  to  a target  bene- 
fit plan  except  that  (1)  it  is  not  subject  to  the 
25%/$36,875  limit;  (2)  each  participant  does 
not  have  his  or  her  own  account;  and  (3)  the 
benefit  provided  for  in  the  plan  as  being  available 
at  retirement  is  a commitment. 

The  limitations  on  defined  benefit  plans  are 
not  expressed  in  terms  of  a maximum  contribu- 
tion per  year.  They  are  expressed  as  a maximum 
retirement  benefit  being  sought.  The  1980  de- 
fined benefit  limitation  requires  that  the  annual 
benefit  per  participant  cannot  exceed  the  lesser 
of  $110,625  (this  goes  up  every  year  with  cost- 
of-living — for  1974  it  was  $75,000;  for  1979 
it  was  $98,100)  or  100  percent  of  the  participat- 
ing employee’s  average  compensation  for  his 
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highest  three  years.  Therefore,  contributions  in 
excess  of  the  25%/$36,875  defined  contribution 
limits  are  common  in  defined  benefit  plans. 

In  a defined  benefit  plan,  the  funds  are  pooled. 
They  are  amorphous.  Individual  investment  di- 
rection is  not  available  as  an  alternative. 

The  formula  benefit  set  forth  in  a defined 
benefit  plan  is  a commitment.  An  actuary  is 
needed  to  track  performance  and  compute  the 
necessary  corporate  contribution.  If  investment 
performance  was  less  than  had  been  actuarially 
assumed  and  all  other  factors  remained  un- 
changed, future  corporate  contributions  would 
have  to  be  increased  to  help  reach  the  defined 
benefit  goal.  If  investment  performance  exceeded 
actuarial  assumptions  and  all  other  factors  re- 
mained the  same,  future  corporate  contributions 
would  have  to  be  decreased  to  help  reach  the 
defined  benefit  goal. 

A defined  benefit  plan  tends  to  be  more  costly 
than  defined  contribution  plans  because  of  the 
increased  complexities  involved  in  the  plan  draft- 
ing and  the  actuarial  computations. 

1 .4  Rule  Plans 

In  certain  limited  situations  a 1.4  rule  ap- 
proach is  worth  considering  particularly  where  the 
physician’s  income  is  substantially  higher  than 
his  take-home  needs  and  the  defined  contribution 
or  defined  benefit  alternatives  are  not  satisfying 
his  desire  and  need  to  tax-shelter  increased  sums 
in  a corporate  retirement  plan  or  plans. 

As  was  described  above,  the  maximum  contri- 
bution on  behalf  of  a participating  employee 
under  defined  contribution  plans  is  the  lesser  of 
25  percent  of  compensation  or  $36,875.  That 
is  the  maximum  that  can  be  done  in  that  type 
of  plan  (in  other  words  100  percent  of  what 
could  be  done,  or  1.0). 

The  maximum  benefit  which  can  be  funded 
under  a defined  benefit  plan  is  the  lesser  of  100 
percent  or  $110,625  (as  described  above).  In 
other  words  that  is  100  percent  or  1.0  of  what 
can  be  done  with  a defined  benefit  plan. 

Some  high-income  professionals  are  now  ex- 
ceeding the  above  limits  by  taking  advantage  of 
a combination  of  two  plans — defined  benefit 
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pension  plan  and  money  purchase  pension  plan — 
known  as  the  1.4  rule — (a  profit  sharing  plan 
cannot  be  used). 

The  limitation  on  such  a defined  benefit  pen- 
sion plan/money  purchase  pension  plan  com- 
bination is  that  the  sum  of  the  defined  benefit 
plan  fraction  (what  the  employee’s  defined  bene- 
fit is,  divided  by  the  legally  allowed  maximum  it 
could  be)  and  the  defined  contribution  plan 
fraction  (the  contributions  for  the  employee  to 
the  money  purchase  pension  plan  for  that  year 
divided  by  the  maximum  that  it  could  be)  for 
any  participant  in  any  year  cannot  exceed  1.4. 


An  illustration  might  help.  Suppose  a doctor’s 
salary  from  his  corporation  equalled  $100,000. 
He  would  meet  the  1.4  rule  if  the  defined  bene- 
fit pension  plan  provided  a legally  allowable 
maximum  retirement  benefit  (1.0)  and  the  money 
purchase  pension  plan  called  for  a 10  percent 
contribution  (10  percent  divided  by  25  percent 
maximum  equalling  40  percent,  or  .4). 

This  article  only  scratches  the  surface  of  the 
many  intricacies  and  complexities  of  corporate 
retirement  plans.  We  hope,  however,  that  it  pro- 
vides a useful  overview  of  the  basic  types  avail- 
able. 


tf*  is  % 


i^etterd  to  the  Editor 


To  the  Editor: 

The  case  reported  in  the  June  issue  of  the  Delaware  Medical  Journal  (Delayed 
Massive  Bleeding  from  Gastroduodenal  Artery  Due  to  Transduodenal  Needle 
Biopsy  of  Pancreas)  by  Doctors  Vora  and  Wakamatsu  of  near  fatal  exsanguination 
following  attempted  needle  biopsy  of  the  pancreas  is  a rather  frightening  tale. 
One  would  expect  that  after  such  a harrowing  experience,  the  authors  would  give 
advice  to  others  on  how  to  avoid  such  a complication  in  the  future.  As  they  didn’t, 
I will  give  mine. 

Firstly,  as  transduodenal  biopsy  of  the  pancreas  does  not  appear  to  be  a simple 
procedure,  it  seems  prudent  to  advise  surgeons  contemplating  this  procedure  to 
develop  some  familiarity  with  the  technique  at  the  autopsy  table. 

Secondly,  it  is  considered  axiomatic  to  obtain  frozen  section  examination  when 
a surgeon  encounters  a suspected  neoplasm  during  an  exploratory  laparotomy. 
This  ensures  that  either  a diagnosis  or  representative  tissue  for  permanent  examina- 
tion is  obtained  before  the  abdominal  incision  is  closed.  If  in  the  case  report  this 
procedure  had  been  followed,  the  surgeons  would  have  been  alerted  to  the  fact  that 
no  pancreatic  tissue  was  obtained  with  the  needle  biopsy.  Perhaps  also  the  path- 
ologist may  have  noted  the  arterial  segment  in  the  section.  In  either  case,  a very 
careful  search  of  the  site  of  the  needle  placement  was  indicated. 

Incidentally,  I am  still  wondering  and  worrying  why  the  pancreas  felt  firm. 

Patrick  F.  Ashley,  M.D. 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


NSURANCE  PEOPLE 


J.A. 


MIC. 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehobo th  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 

201  Pine  Street 629-5585 

(Toll  Free)  856-3247 


CORRECTION 


In  the  paper  Hirsutism : Evaluation  and  Ther- 
apy by  Drs.  Tsou  and  Rose,  published  in  Febru- 
ary 1980,  a regrettable  transposition  of  type  oc- 
curred. 

A corrected  version  appears  below: 

“In  some  patients  with  partial  1 1 -hydroxylase 
deficiencies  both  tetrahydro  S and  pregnanetriol 
may  be  elevated.  Basal  24-hour  urinary  measure- 
ments of  tetrahydro  S and  pregnanetriol  in  adult 
hirsute  women  usually  show  little  difference  from 
the  results  obtained  in  normal  nonhirsute  women. 
It  is  only  by  constantly  stressing  the  adrenal 
cortex  for  24  hours  with  ACTH  that  significant 
differences  can  be  detected  between  hirsute  and 
normal  nonhirsute  women.  In  response  to  the 
24-hour  ACTH  infusion,  normal  24-hour  urinary 
pregnanetriol  is  less  than  3.3  mg,  and  tetrahydro 
S is  less  than  4.6  mg.  Elevations  of  both  may 
occur  because  in  some  patients  with  partial  11- 
hydroxylase  deficiency,  the  partial  enzyme  defect 
may  be  severe  enough  to  cause  a “spill  over” 
effect  onto  the  previous  enzymatic  step,  ie,  the 
21-hydroxylation,  thereby  causing  an  elevation 
also  of  pregnanetriol.  (Figure  1) 

Therapy 

“In  approximately  30  percent  of  women  with 


hirsutism,  no  definite  etiology  of  the  hirsutism 
can  be  determined;  these  women  are  classified 
as  having  idiopathic  hirsutism.  The  diagnosis 
should  be  discussed  with  the  patient  and  a de- 
cision made  with  the  patient  as  to  whether  or  not 
prednisone  therapy  should  be  tried  empirically. 

“If  medication  is  the  cause  of  the  hirsutism,  the 
drug  should  be  discontinued  if  possible  or  substi- 
tution made  with  other  equivalent  and  acceptable 
medications.  Similarly,  if  the  diagnosis  of  hyper- 
thyroidism, acromegaly,  ovarian  or  adrenocortical 
neoplasm  is  made,  appropriate  therapy  should 
then  be  instituted. 

“If  the  diagnosis  of  either  a partial  11-  or  21- 
hydroxylase  deficiency  is  made,  prednisone  5 mg 
orally  twice  a day  is  prescribed.  This  relatively 
low  dose  of  glucocorticoids  will  suppress  the 
excess  adrenocortical  androgen  by  suppressing 
ACTH.  The  patient  must  be  kept  on  this  dosage 
for  at  least  one  year  before  a decision  can  be  made 
as  to  its  effect  on  the  hirsutism.” 

In  Figure  1,  17a-hydroxy progesterone,  a step 
in  the  glucocorticoid  pathway,  was  erroneously 
printed  as  170-hydroxyprogesterone. 


tt*  % as 
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<zBook  S^eviewd 


MEDICAL  AND  SURGICAL  ENDOCRINOLOGY  by 
D.  A.  D.  Montgomery  and  R.  B.  Welbourn,  The  Wil- 
liams and  Wilkins  Company,  Baltimore,  1975.  599 
pp.  Price  $75.00. 

Unlike  most  endocrine  texts  this  is  a medical 
book  written  for  surgeons.  Its  authors  are  from  the 
British  Empire,  are  mostly  surgeons,  and  consider 
the  endocrine  systems  from  an  anatomical,  physi- 
ological, pathological,  and  treatment  standpoint. 

This  is  a very  didactic  book,  not  allowing  for 
controversy. 

The  book  was  written  in  1975  and  purports  to 
state  established  fact  as  of  that  year,  presenting 
no  new  research  data  but  rather  a step-by-step 
approach  to  the  understanding  and  treatment  of 
endocrine  system  problems. 

As  one  reads  the  book,  one  must  be  aware  that 
endocrinology  is  a dynamic  field  and  that  thera- 
peutic modalities  change;  for  example,  those  re- 
ported for  diabetic  coma  and  thyroid  carcinomas 
have  been  revised  since  the  book’s  publication. 

The  text  is  well  organized,  clearly  written,  suc- 
cinct but  comprehensive.  Recognizing  the  draw- 
backs of  any  endocrine  text — namely  the  inability 
of  “the  press”  to  keep  up  with  advances— I find 
this  to  be  a well  presented  text. 

R.  Walter  Powell,  M.D. 
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SELF-CARE  IN  HEALTH  by  John  D.  Williamson, 
M.D.,  and  Kate  Danaher,  Croom  Helm,  London, 
1978.  216  pp.  Price  $17.50. 

This  is  an  English  title — well-written,  percep- 
tive, but  depressing. 
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The  brief  overview  of  the  contemporary  medi- 
cal scene  in  the  United  Kingdom  is  depressing. 
If  it  is  accurate,  it  should  be  worrisome  to  the 
patient  and  the  physician  that  medical  care  in  the 
United  States  may  be  headed  in  the  same  direc- 
tion. 

Hopefully,  our  national  health  insurance  will 
be  better  able  to  avoid  problems  such  as: 

1.  “Inevitably,  preventative  medicine  and  ‘car- 
ing’ gave  way  to  crisis  medicine  and  ‘cur- 
ing’ . . .” 

2.  “Nil  cost — infinite  demand”  (Powell,  Minis- 
ter of  NHS,  1971) 

3.  A high  level  of  job  dissatisfaction  exists 
among  general  practitioners,  (p.  31) 

4.  At  least  25%  of  patients  visiting  a GP  re- 
quire no  physician  treatment  (but  get  a pre- 
scription anyway). 

5.  About  25%  of  physician  visits  are  caused 
by  paperwork:  to  see  a consultant,  you 
must  first  see  a GP  to  have  a form  filled 
in,  or  to  go  on  a tour  you  must  have  a GP 
fill  in  a form. 

6.  The  average  medical  consultation  (visit) 
lasts  about  five  minutes. 

7.  Less  than  one-half  of  medical  consults  in- 
clude any  physician  examination. 

8.  Nearly  every  medical  consultation  (visit)  re- 
sults in  at  least  one  prescription. 

9.  About  35%  of  patients  fail  to  take  their 
prescriptions  at  all. 

Self-Care  in  Health  explores  the  whole  question 
of  delegation  in  health  care  and  concludes  that 
an  expansion  of  self-care  is  inappropriate  at  this 
time.  Rather,  the  first  step  in  England  is  to  make 
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the  doctor-patient  relationship  quite  different. 
Then,  physicians  and  related  medical  personnel 
can  start  to  educate  their  patients. 

In  summary:  Interesting.  Depressing.  Deals 
with  health  care  delivery,  not  medical  knowledge. 

FOOD  FOR  SPORT  by  Nathan  J.  Smith,  M.D.,  Bull 
Publishing  Company,  Palo  Alto,  California,  1976. 
188  pp.  Price  $4.95.  Paperback. 

Food  for  Sport  is  practical,  readable  review 
of  nutritional  information  for  athletes.  The  high 
performance  (carbohydrate  loading),  vegetarian, 
pre-game,  weight  control,  and  training  diets  are 
discussed  in  adequate  detail.  The  author  is  not 
afraid  to  criticize  fallacies  in  athletic  nutrition — 
such  as  energy  capsules,  excessively  rapid  weight 
loss,  fad  diets,  and  certain  vegetarian  diets.  His 
suggestion  list  for  non-meat  eaters  “should  be  on 
every  college  bulletin  board.” 

Frequent  practical  points  in  this  book  are  well 
written.  “With  proper  guidance  the  relationship 
between  selective  eating,  regular  exercise,  and 


health  does  not  need  to  be  taught,  it’s  repetitively 
discovered  through  experience.” 

This  book  is  a medically  sensible  and  appropri- 
ate nutrition  reference  book  for  young  athletes, 
their  coaches,  and  their  parents.  I recommend 
it  to  such  people  without  reserve. 

John  E.  Hocutt,  Jr.,  M.D. 
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PEDIATRIC  X-RAY  DIAGNOSIS,  7th  Edition,  2 Vol- 
umes, by  John  Caffey,  A.B.,  M.D.,  Year  Book  Medi- 
cal Publishers,  Chicago,  1978.  1844  pp.  Illus.  Price 
$115.00. 

This  textbook  is  well-known  as  the  standard 
reference  source  for  pediatric  radiology.  It  con- 
sists of  sections  on  head  and  neck,  thorax,  heart, 
abdomen,  gastrointestinal  tract,  extremities,  verte- 
bral column,  the  neonate  and  young  infant,  and 
artifacts  and  natural  misleading  images. 


A MATTER  OF  LIFE 


by  Frank  M.  Levy 


No  pressure.  No  hard  sell.  No  obligation.  Really.  All  I want  is 
an  opportunity  to  show  you  how  effeotive  life  insurance  can  be  as  a 
financial  tool.  I’m  convinced  that  once  you  realize  that  there’s  more  to 
life  insurance  than  meets  the  eye,  you’ll  be  more  than  happy  to  discuss 
the  possibilities  it  holds  for  you.  It  is  after  all  why  we  call  it  LIFE 
insurance.  Because  that's  what  it’s  all  about — LIFE.  It  can  mean  a 
more  fulfilling  retirement.  It  can  mean  a college  education  for  your 
children.  It  can  mean  an  effective  approach  to  estate  planning.  It  can, 
and  does,  protect  you,  your  spouse,  your  children — your  way  of  life. 

It  also  has  far-reaching  implications  for  you  as  a self-employed  pro- 
fessional or  if  you  are  part  of  a professional  corporation. 


As  a professional,  you  can  understand  the  need  for  a professional  approach  to  such  a complex  sub- 
ject. You  owe  it  to  yourself  to  investigate  what  life  insurance  can  mean  to  you.  No  pressure.  No 
hard  sell.  No  obligation.  From  one  professional  to  another. 


You  can  contact  me  at  203  Bellevue  Building,  100  Chapman  Road,  Newark,  Delaware  19702.  Or 
call  (302)  731-7350. 
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The  new  edition  includes  extensive  changes  in 
the  text  and  many  new  illustrations  relevant  to 
recent  clinical  trends.  For  example,  in  the  large 
section  on  skeleton  and  thorax,  a total  of  439 
new  references  about  the  skeleton  and  116  on  the 
thorax  have  been  added,  and  there  are  449  new 
insertions  and  deletions.  In  the  same  section  there 
are  190  new  figures. 

A number  of  new  diagnostic  procedures  are 
discussed  including  ultrasound,  radionuclide  scan- 
ning, and  arteriography.  These  are  illustrated  in 
relation  to  the  diagnostic  problems  where  they  are 
especially  indicated.  The  discussion  of  CT  scan- 
ning is  limited  largely  to  the  head,  the  major  area 
of  application  in  children. 

In  my  opinion  this  book  is  excellent  for  stu- 
dents and  practitioners  of  pediatrics  and  pediatric 
surgery  and  radiology. 

Reza  Ghaffari,  M.D. 

Dr.  Ghaffari  is  the  chief  resident  in  radiology  at  the  Wilmington 
Medical  Center. 
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ADVANCES  IN  PEDIATRICS,  Volume  25,  edited  by 
Lewis  A.  Barness,  Year  Book  Medical  Publishers, 
Inc.,  Chicago,  1978.  510  pp.  Price  $35.75. 

The  25th  volume  of  Advances  in  Pediatrics  is 
no  different  from  most  pieces  of  medical  litera- 
ture; there  is  something,  somewhere,  hidden  in  the 
obtuse,  typically  medical  language,  that  is  useful 
to  almost  everyone.  The  limiting  factor  is  the 
time  investment  necessary  to  find  that  useful  or 
interesting  item. 

For  pediatricians  and  internists,  the  mitral  valve 
prolapse  sections  are  clearly  worth  more  than  five 
minutes.  Their  overall  review  with  pediatric  em- 
phasis puts  our  understanding  of  this  vogue-ish 
disease  in  decent  perspective — commendations  to 
Doctors  Edel  and  Brown. 

Strolling  the  Rehoboth  boardwalk  on  the 
Fourth  of  July  in  a snowsuit  would,  however,  be 
considerably  more  tolerable  than  wading  through 
the  chapters  on  prostaglandins.  Part  of  the  dif- 
ficulty is  because  knowledge  to  date  is  fragmen- 
tary, a point  these  sections  make  rather  clearly. 

402 


AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
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thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchomsm,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 
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evening  meal. 
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The  usefulness/time  investment  ratios  for  the 
remaining  chapters  fall  between  those  of  the  sec- 
tions mentioned  above;  some  are  interesting,  and 
others  are  obscure.  The  cow  milk  allergy  dis- 
cussion is  one  of  the  better  contributions. 

One  would  be  wise  to  scan  the  table  of  contents 
before  purchasing. 


Don  Bardole,  M.D. 

Dr.  Bardole  has  just  completed  a family  practice  residency  at 
the  Wilmington  Medical  Center. 
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1978  YEAR  BOOK  OF  CARDIOLOGY  edited  by  W. 
Proctor  Harvey,  M.D.,  Walter  M.  Kirkendall,  M.D., 
John  W.  Kirklin,  M.D.,  et  al,  Year  Book  Medical 
Publishers,  Inc.,  Chicago,  1978.  439  pp.  Illus.  Price 
$25.95. 

With  the  knowledge  explosion  in  modem  medi- 
cine, keeping  abreast  of  all  current  literature  is 
an  impossible  task.  This  Year  Book,  part  of  a 
series  covering  all  of  medicine  and  surgery,  is  an 
attempt  to  summarize  the  best  of  current  think- 
ing in  cardiology. 

Several  distinguished  authors  have  compiled 
sections  on  cardiac  function,  pediatric  and  adult 
cardiology,  coronary  artery  and  pulmonary  circu- 
lation disease,  vascular  disease,  hypertension,  and 
cardiac  surgery.  Articles  are  summarized,  and 
the  authors  provide  frequent  insightful  editorial 
commentary. 

Year  Book  of  Cardiology  is  recommended  as  a 
valuable  reference  for  all  health  professionals 
interested  in  cardiovascular  diseases. 

Paul  L.  Urban,  M.D. 

Dr.  Urban  has  just  completed  a residency  in  the  Department  of 
Medicine  at  the  Wilmington  Medical  Center. 
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DIAGNOTIC  RADIOLOGY  IN  CLINICAL  MEDICINE, 
Second  Edition,  by  Rosalind  H.  Troupin,  M.D.,  Year 
Book  Medical  Publishers,  Inc.,  Chicago,  1978.  172 
pp.  Illus.  Price  $1 1 .95. 

This  book,  which  originated  as  a set  of  hand- 
outs for  medical  students,  is  a brief,  clearly  written 
summary  of  the  use  of  radiology  in  clinical  medi- 
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cine.  The  formal  organization  is  primarily  by 
system,  with  an  added  chapter  on  special  imaging 
techniques.  Within  each  system  the  approach  is 
problem-oriented,  covering  such  topics  as  the 
acute  GI  bleeder,  episodic  right  upper  quadrant 
pain,  and  jaundice  and  itching,  an  approach  well 
suited  to  the  novice.  Emphasized  are  some  es- 
sential features  in  the  logical,  effective,  and  hu- 
mane use  of  radiology;  the  amount  of  information 
to  be  gained  from  a study;  the  logical  order  of 
studies  for  a given  problem;  the  expense  and 
discomfort  to  the  patient;  contraindications;  and 
proper  patient  preparation. 

The  author  does  not  attempt  to  be  compre- 
hensive, and  notes  that  the  book  is  to  be  used 
with  actual  x-rays  or  an  x-ray  atlas.  While  this 
book  is  most  appropriate  for  the  third-year  medi- 
cal student  for  whom  it  was  designed,  it  would 
also  provide  a very  rapid  review  of  the  most 
important  points  in  areas  of  radiology  which  the 
practicing  physician  does  not  use  frequently. 

M.  Diana  Metzger 

Ms.  Metzger  is  a fourth  year  Jefferson  Medical  College  student. 


RADIOGRAPHIC  ATLAS  OF  COLON  DISEASE  edited 
by  Edward  L.  Greenbaum,  Year  Book  Medical 
Publishers,  Chicago,  1980.  664  pp.  Illus.  Price 
$87.50. 

The  stated  purpose  of  the  book,  according  to 
the  editor,  is  to  bring  together  in  atlas  form  ex- 
amples of  every  major  and  many  minor  and  less 
common  disease  processes  involving  the  colon, 
within  the  covers  of  a single  textbook.  There 
are  over  2,000  illustrations,  largely  radiographs 
but  including  pertinent  line  drawings,  grafts,  and 
endoscopic  and  correlative  gross  pathologic  ma- 
terial. The  book  includes  chapters  on  angi- 
ography, ultrasound,  and  computerized  tomog- 
raphy. A succinct  list  of  references  is  included 
at  the  end  of  each  chapter. 

The  negative  aspects  of  this  book  are  that 
many  of  the  subjects  are  covered  more  compre- 
hensively in  major  textbooks  on  the  colon,  that 
a number  of  the  chapters  are  drawn  from  articles 
previously  published  in  the  major  radiologic 
journals,  and  that  as  with  all  atlases,  the  written 
text  is  in  some  cases  unsatisfyingly  brief. 
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This  atlas  does  on  the  whole  serve  the  purpose 
stated  by  the  editor  and  has  value  particularly 
as  a single  source  for  material  regarding  a variety 
of  uncommon  or  minor  colonic  diseases  with 
radiologic  manifestations.  This  book  is  not  con- 
sidered by  this  reviewer  to  be  among  the  major 
and  essentially  required  radiologic  texts  relating 
to  the  colon;  however,  the  book  is  good  within 
the  boundaries  of  its  stated  objectives  and  will 
provide  a useful  addition  to  a radiology  depart- 
ment library.  Radiology  residents  and  staff 
radiologists  with  a more  compact  library  stressing 
major  texts  are  better  advised  to  spend  their 
money  elsewhere. 

John  S.  Wills,  M.D. 
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1977  YEAR  BOOK  OF  CANCER  edited  by  Randolph 
Lee  Clark,  M.D.  and  Russell  W.  Cumley,  Ph.D.,  Year 
Book  Medical  Publishers,  Chicago,  1977.  499  pp. 
Illus.  Price  $24.75. 

1978  YEAR  BOOK  OF  CANCER  edited  by  Randolph 
Lee  Clark,  M.D.  and  Russell  W.  Cumley,  Ph.D.,  Year 
Book  Medical  Publishers,  Chicago,  1978.  512  pp. 
Illus.  Price  $25.75. 

Production  of  an  accurate,  timely,  and  authori- 
tative Year  Book  of  Cancer  is  not  an  easy  task. 
This  is  especially  true  in  view  of  the  outpouring 
of  thousands  of  papers  in  various  fields  of  on- 
cology that  should  be  reviewed  and,  in  case  of 
relevance,  condensed  into  an  abstract  for  the 
Year  Book. 


As  a pathologist,  I have  found  the  1977  and 
the  1978  Year  Book  of  Cancer  of  great  assistance 
in  understanding  and  keeping  up  with  the  new 
discoveries  and  ideas  about  this  disease. 

Each  volume  has  more  than  250  abstracts  of 
published  papers,  every  one  of  which  is  com- 
mented upon  by  the  reviewers.  The  references 
that  have  been  selected,  read  and  commented 
upon,  are  of  great  help  to  the  students  of  on- 
cology. 

Although  there  are  some  controversial  papers 
mentioned  in  these  periodicals  and  some  ap- 
parently irrevelant  topics  are  covered,  one  can 
say  with  confidence  that  the  task  of  accumulating 
a Year  Book  of  Cancer  has  been  done  with  great 
success  by  the  authors.  As  a pathologist,  I would 
like  to  see  some  more  pictures  and  perhaps  a 
greater  expansion  of  the  chapter  on  pathology 
of  neoplasms,  both  in  man  and  in  animals.  It 
is  understood,  however,  that  pathology  of  cancer 
is  but  one  small  branch  of  the  whole  field  of 
neoplasia. 

The  Year  Book  of  Cancer  can  be  of  use  to 
surgeons,  especially  those  interested  in  surgical 
oncology,  clinical  oncologists,  pathologists,  radi- 
ologists, and  medical  as  well  as  undergraduate 
or  postgraduate  students  working  on  neoplasia. 
The  Year  Books  are  also  of  help  to  nurses,  dieti- 
tians, and  to  make  a long  story  short  everyone 
who  is  interested  in  one  way  or  another  in  neo- 
plasia. 

G.  H.  Pezeshkpour,  M.D. 
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Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
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JOURNAL  OF  HOMOSEXUALITY,  Volume  4,  No.  1, 
Fall  1978,  Volume  4,  No.  2,  Winter  1978,  edited 
by  John  P.  DeCecco,  Ph.D.,  The  Haworth  Press, 
New  York,  1978.  Price  $24.00  (individuals); 
$40.00  (libraries,  institutions,  agencies). 

There  are  indeed  specialty  journals  for  every- 
body; this  one  might  make  a good  present  for 
the  person  who  already  has  subscriptions  to 
everything  else,  or  who  appears  bored  by  his  usual 
daily  reading  fare. 

What’s  more,  the  chances  are  good  that  anyone 
reading  through  an  issue  will  learn  something. 
What  percent  of  students  at  San  Francisco  State 
University  consider  themselves  exclusively  homo- 
sexual? Answer:  5%.  What  percent,  predomi- 
nately homosexual?  Answer:  3%. 

Man  yof  the  papers  in  the  issues  I reviewed 
are  a lot  more  serious:  eg,  The  Relationship  of 
Perceived  Societal  Hostility,  Conformity,  and  Psy- 
chological Adjustment  in  Homosexual  Males. 
These  issues  are  available  in  the  Medical  Society 
office  for  anyone  who’d  like  to  see  for  s/himself. 

Bernadine  Z.  Paulshock,  M.D. 
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Clothes  for  Women  of  Discernment 
Deceptively  simple . . . 

In  our  “Designer’s  Clothes” 
and 

Great  fun  in  our  “Miss  Jo”  fashions 


COME  VISIT  US 
In  Our  Unique  Country  Setting 
ROCKLAND  ROAD 
MONTCHANIN,  DEL.  19710 
9:00  to  4:30  Saturday  10:00  to  4:00 
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Speakers  on  Speakers  for  August  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
“Ask  the  produced  by  the  Medical  Society  of  Delaware  are:  August  5,  Dennis  L.  Farr,  M.D., 
Doctor”  Diabetes  and  Pregnancy;  August  12,  P.  John  Pegg,  M.D.,  Laboratory  Tests;  August 
19,  Lanny  Edelsohn,  M.D.,  Stroke;  August  26,  William  B.  Funk , M.D.,  What  Is 
Family  Practice? 


In  the  News  G.  Dean  McEwen,  M.D.,  Medical  Director  of  the  Alfred  I.  duPont  Institute,  was 
installed  as  President  of  the  American  Orthopaedic  Association  at  the  annual 
meeting  in  Honolulu,  Hawaii,  which  was  held  in  June. 


Effective  July  24,  1980,  dextropropoxyphene  products  have  been  changed  from 
non-narcotic  to  narcotic  Schedule  IV  status  by  the  Drug  Enforcement  Administra- 
tion. Since  these  items  are  already  in  Schedule  IV  in  the  State  Controlled  Sub- 
stances Act  and  since  DEA  finds  that  dextropropoxyphene  is  an  opiate,  it  becomes 
a narcotic  drug  under  the  definition  in  Section  4701.  The  change  will  not  affect 
any  of  the  recordkeeping  or  security  requirements  already  in  effect  in  the  State 
of  Delaware.  The  change  would  affect  dextropropoxyphene  use  in  narcotic  treat- 
ment programs.  Practitioners  who  have  been  using  the  drug  to  treat  drug-depend- 
ent persons  would  have  to  terminate  such  activity  within  120  days  of  publication 
of  the  order.  Those  persons  would  have  to  be  switched  to  Methadone.  Persons 
who  export  or  import  dextropropoxyphene  would  also  be  affected. 


Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


Sports  Medicine  The  Medical  Society  of  Delaware  and  the  Alfred  I.  duPont  Institute  are  sponsoring  a 
Seminar  Sports  Medicine  Seminar  entitled  MANAGEMENT  OF  COMMON  SPORTS  IN- 
JURIES, which  will  be  held  Saturday,  August  9,  at  the  Alfred  I.  duPont  Institute. 
This  seminar  will  review  the  pertinent  regional  anatomy  and  physical  findings  asso- 
ciated with  the  more  common  orthopaedic  sports  problems  in  order  to  alert  the 
practitioner  to  early  recognition  and  treatment.  Completion  of  this  seminar  entitles 
the  participant  to  six  credit  hours  in  Category  I of  the  AMA  Physician’s  Recognition 
Award  and  six  credit  hours  as  prescribed  by  the  American  Academy  of  Family  Phy- 
sicians. The  $10  registration  fee  includes  lunch.  For  further  information,  contact: 
the  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 
Telephone:  (302)  658-7596. 
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In  Brief 


Consensus  The  National  Institute  of  Arthritis,  Metabolism,  and  Digestive  Diseases  is  sponsoring 
Development  a consensus  development  conference  entitled  ENDOSCOPY:  WHAT  IS  ITS  ROLE 
Conference  IN  GASTROINTESTINAL  BLEEDING?,  August  20-22  at  the  Masur  Auditorium, 
National  Institutes  of  Health,  Bethesda,  Maryland.  The  purpose  of  this  meeting  is  to 
reach  an  agreement  on  the  use  of  endoscopy  in  upper  gastrointestinal  hemorrhage. 
For  further  information,  contact:  Mrs.  Billie  B.  Mackey,  Digestive  Diseases  and  Nu- 
trition Program,  National  Institute  of  Arthritis,  Metabolism,  and  Digestive  Diseases, 
Building  31,  Room  9A21,  Bethesda,  Maryland  20205.  Telephone:  (301)  496-6158. 


4th  Annual 
Summer  Institute 
for  Drug 
Dependence 


The  Institute  for  Integral  Development  is  sponsoring  the  4th  ANNUAL  SUMMER 
INSTITUTE  OF  DRUG  DEPENDENCE  on  August  24-29  at  the  Antlers  Plaza  Hotel 
in  Colorado  Springs,  Colorado.  For  further  information,  contact:  1980  Summer  Insti- 
tute of  Drug  Dependence,  P.O.  Box  2172,  Colorado  Springs,  Colorado  80901.  Tele- 
phone: (303)  634-7943. 


American  Thoracic  THE  43rd  ANNUAL  MEETING  OF  THE  EASTERN  SECTION  OF  THE  AMERI- 
Society  CAN  THORACIC  SOCIETY  will  be  held  this  year  on  September  26-27  at  the  Hotel 
duPont  in  Wilmington,  Delaware.  All  interested  Delaware  physicians,  medical  stu- 
dents, nursing  personnel,  and  respiratory  therapists  are  invited  to  attend.  For  further 
information,  contact:  Martha  Bogden,  Health  Educator,  Delaware  Lung  Association, 
1308  Delaware  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  655-7258. 


WIDE  RANGE  POCKET  ^RADIO^  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER"  SERVICE 


Signal  is  transmitted  over  the  entire 
15-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

• The  big  idea  of  our  “Beeper”  Service  is  to 
enable  you  to  contact  your  people  in  the 
field  — within  seconds/  . . . Now  you  can 
get  them  to  a phone  pronto/ 

• The  Beeper  goes  wherever  they  go.  They 
could  be  in  a car  — walking  on  the  street 
— or  in  a building.  . . . They  may  be  out 
of  sight  — but  they  are  never  out  of 
reach/ 

• Dialing  the  phone  number  assigned  to 
their  “Beeper”  is  like  ringing  an 
extension  phone  in  their  pocket. 


CALL  FOR  A FREE  2 FOOT  215-879-0900 

609-964-7660 

MAPS  DEMONSTRATION  (302-656-2774 


Local  service— approx.  25  miles. 
Car  phone  numbers  available. 
Call  for  information. 


RADIO  BROADCASTING  CO..  3600  Conshohocken  Ave..  Phila.,  Pa.  19131 


410 


Del  Med  Jrl,  July  1980 — Vol  52,  No  7 


In  Brief 


Drugs  in  Medical 
Practice 


Carcino-Embryonic 
Antigen  Consensus 
Development 
Conference 


American  Cancer 
Society  National 
Conference 
Gynecologic 
Cancer  1980 


Body  Imaging 
Conference 


Association  of 
American 
Physicians  and 
Surgeons 

International 
Food  Allergy 
Symposium  III 


American  College 
of  Surgeons 


Medical  Care 
in  Correctional 
Institutions 


A three-day  AMA  theme  meeting,  DRUGS  IN  MEDICAL  PRACTICE,  will  be  held 
September  27-29  at  the  Crown  Center  Hotel,  Kansas  City,  Missouri.  The  meeting 
will  be  cosponsored  by  the  American  Society  of  Clinical  Pharmacology  and  Therapeu- 
tics. AMA  Regional  Meetings  are  scheduled  in:  Hyannis,  Massachusetts,  on  Septem- 
ber 12-14;  Chicago,  on  September  19-21;  Huron,  Ohio,  on  October  17-19;  Philadel- 
phia, on  October  24-26;  New  York,  on  November  14-16;  and  San  Antonio,  on  Novem- 
ber 16-19,  at  the  Southern  Medical  Association  Convention.  For  further  information, 
contact:  AMA  Department  of  Meeting  Services,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610.  Telephone:  (312)  751-6503. 


The  National  Cancer  Institute  of  the  National  Institutes  of  Health  is  sponsoring  the 
1980  CONSENSUS  DEVELOPMENT  CONFERENCE  ON  CARCINO-EMBRYONIC 
ANTIGEN  on  September  29-Ootober  1 at  the  Masur  Auditorium  in  Bethesda,  Mary- 
land. For  further  information,  contact:  Yvonne  Lewis,  Prospect  Associates,  11325 
Seven  Locks  Road,  Suite  220,  Potomac,  Maryland  20854.  Telephone:  (301)  983-0535. 


The  AMERICAN  CANCER  SOCIETY  NATIONAL  CONFERENCE— GYNECO- 
LOGIC CANCER — 1980  will  be  held  at  the  Los  Angeles  Hilton  on  October  9-11. 
Advance  registration  is  requested.  For  further  information,  contact:  Jayne  Fernsler, 
Program  Director,  American  Cancer  Society,  Delaware  Division,  Academy  of  Medicine 
Building,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302) 
654-6267, 


THE  FIFTH  ANNUAL  INTERNATIONAL  BODY  IMAGING  CONFERENCE  will 
be  held  October  11-19  at  the  Kauai  Surf  Hotel  in  Kauai,  Hawaii.  It  has  been  approved 
for  25  hours  of  CME  credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
AMA.  For  further  information,  contact:  Conference  Secretary,  Fifth  Annual  Inter- 
national Body  Imaging  Conference,  West  Park  Hospital,  Department  of  Radiology, 
22141  Roscoe  Boulevard,  Canoga  Park,  California  91304. 


The  37th  ANNUAL  MEETING  of  the  ASSOCIATION  OF  AMERICAN  PHY- 
SICIANS AND  SURGEONS  will  be  held  October  16-18  at  the  Marriott  Inn  in  Louis- 
ville, Kentucky.  For  further  information,  contact:  the  Association  of  American  Phy- 
sicians and  Surgeons,  8991  Cotswold  Drive,  Burke,  Virginia  22015. 


The  American  College  of  Allergists  presents  INTERNATIONAL  FOOD  ALLERGY 
SYMPOSIUM  III,  October  17-21,  1980,  in  Boston,  Massachusetts.  For  further  informa- 
tion, contact:  Shirley  Schoenberger,  American  College  of  Allergists,  2141  Fourteenth 
Street,  Boulder,  Colorado  80302.  Telephone:  (303)  447-8111. 


The  American  College  of  Surgeons  will  hold  its  66th  ANNUAL  CLINICAL  CON- 
GRESS October  19-24,  1980,  in  Atlanta,  Georgia,  at  the  Atlanta  Hilton  Hotel,  the  Hyatt 
Regency  Atlanta,  the  Georgia  World  Congress  Center,  and  the  Omni  International 
Hotel.  The  main  registration  area  will  be  the  Georgia  World  Congress  Center.  It  has 
been  approved  for  credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  For  further  information,  contact:  D.  Currie  O’Rourke, 
American  College  of  Surgeons,  55  East  Erie  Street,  Chicago,  Illinois  60611.  Tele- 
phone: (312)  664-4050. 


The  American  Medical  Association  will  hold  its  4th  NATIONAL  CONFERENCE  ON 
MEDICAL  CARE  AND  HEALTH  SERVICES  IN  CORRECTIONAL  INSTITU- 
TIONS, October  24-25,  1980,  in  Chicago,  Illinois.  The  AMA  issues  a call  for  papers 
to  be  presented  at  the  conference.  For  further  information,  contact:  AMA  Correc- 
tional Programs,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 
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In  Brief 


American  College  The  American  College  of  Chest  Physicians  will  feature  five  postgraduate  courses 
of  Chest  during  its  46th  ANNUAL  SCIENTIFIC  ASSEMBLY.  This  five-day  medical  meeting 
Physicians  will  be  held  at  the  Sheraton  Boston  Hotel/Hynes  Auditorium  Convention  Center  in 
Boston,  Massachusetts,  on  October  26-30.  For  further  information,  contact:  Depart- 
ment of  Education,  American  College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068.  Telephone:  (312)  698-2200, 


Medical  Staff:  A seminar  entitled,  MEDICAL  STAFF:  PHYSICIAN’S  FRIEND  OR  FOE?,  will  be 

Physician's  Friend  held  November  6-8,  1980,  at  the  New  Orleans  Marriott  Hotel  in  New  Orleans,  Louisi- 
or  Foe?  anna.  This  seminar  will  outline  the  overall  purpose  and  responsibilities  of  a medical  staff 
and  the  implications  for  its  individual  members.  Special  emphasis  will  be  placed  on 
medical  malpractice  and  liabilities  for  medical  staff  members  and  methods  of  using 
risk  management  and  quality  assurance  programs  to  your  benefit.  As  an  organiza- 
tion accredited  for  Continuing  Medical  Education,  the  AMA  Council  on  Continuing 
Physician  Education  has  certified  that  these  continuing  medical  education  activities  meet 
the  criteria  for  hour-for-hour  Category  I credit  for  the  Physician’s  Recognition  Award 
of  the  AMA.  For  further  information,  contact:  Department  of  Hospitals  and  Health 
Facilities,  American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610.  Telephone:  (312)  751-6653. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


FOR  SALE:  Office  lab  set  up.  Thyrcntek  and  Chem- 
tek  with  instructions  and  accessories.  Tel-com  150 
A brief  case  telephone,  Candell,  remotely  program- 
able,  call  diverter.  Reasonable.  Call  (302)  684-8936 
or  (302)  684-3430. 

OBSTETRICIAN/GYNECOLOGIST:  Seeking  posi- 
tion in  Delaware.  Available:  July,  1981.  For  further 
information,  contact:  the  Medical  Society  of  Dela- 
ware. Telephone:  (302)  658-7596. 


PATHOLOGIST:  Seeking  position  in  Delaware. 
Will  complete  residencies  in  Anatomic  and  Clinical 
Pathology  in  June,  1981.  For  further  information, 
contact:  the  Medical  Society  of  Delaware.  Tele- 
phone: (302)  658-7596. 

FAMILY  PRACTITIONER:  Available  to  join  a 
private  practice  in  July,  1981.  For  further  informa- 
tion, contact:  the  Medical  Society  of  Delaware. 
Telephone:  (302)  658-7596. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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Yhlium  (diazepam/Roche)  ® 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders, 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis; stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

the  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies.  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses.  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use.  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbiturates.  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy. 

Dosage:  Individualize  for  maximum  beneficial, 
effect.  Adults . Tension,  anxiety  and  psycho- 
neurotic states,  2 to  10  mg  b i d.  to  q.i.d  , 
alcoholism.  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i  d as  needed;  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d.  or 
q i d.,  adjunctively  in  convulsive  disorders,  2 to 
10  mg  b i d to  q.i.d  Geriatric  or  debilitated 
patients . 2 to  2'/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2'/2  mg  t.i.d  or  q i d. 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

Supplied:  Valium®  Tablets,  2 mg,  5 mg  and 
10  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available 
in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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NAVY 

FELLOWSHIPS  AVAILABLE 

COMMENCING  SEPTEMBER,  1980 


Specialty 

Hematology/  Oncology 
Gastroenterology 
Maternal-Fetal  Medicine 
Radiation  Oncology 
Endocrinology /Metabolism 


Location 
Bethesda,  Md. 
Bethesda,  Md. 
San  Diego,  Ca. 
San  Diego,  Ca. 
Bethesda,  Md. 
Oakland,  Ca. 
Bethesda,  Md. 
San  Diego,  Ca. 
Bethesda,  Md. 


Infectious  Disease 
Vascular  Surgery 
Pulmonary  Medicine 
CHOICE  LOCATIONS— QUALITY  PROGRAMS 
Navy  medicine  is  an  exciting  style  of 
medical  practice. 

Get  all  the  details.  Call  or  write: 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


CANCER  BECOMES  A REPORTABLE  DISEASE  IN  DELAWARE 

Leslie  W.  Whitney,  M.D. 


On  July  8,  1980,  Governor  Pierre  S.  duPont, 
IV,  signed  into  law  House  Bill  980,  as  amended, 
which  requires  that  cancer  be  considered  a re- 
portable disease  in  the  State.  The  Act,  entitled 
the  “Delaware  Cancer  Control  Act,”  has  the 
purpose  of  establishing  and  maintaining  a cancer 
registry  for  Delaware.  The  law  delegates  this 
responsibility  and  the  authority  to  implement  it 
to  the  Department  of  Health  and  Social  Services 
of  Delaware.  In  an  attempt  to  ensure  an  accurate 
and  continuing  source  of  data  concerning  cancer 
and  certain  specified  pre-cancerous  diseases,  this 
Act  require  all  hospitals,  clinical  laboratories, 
and  cancer  treatment  centers  within  Delaware  to 
make  available  to  the  Department  information 
contained  in  the  medical  records  of  patients  who 
have  cancer.  According  to  the  Act,  “It  is  in- 
tended that  the  product  of  these  efforts  will  be 
a central  data  bank  of  accurate,  precise,  con- 
current information  regarding  the  subject  dis- 
eases.” 

The  Act  calls  for  the  reporting  of  malignant 
neoplasms  and  certain  specified  tumors  of  a be- 
nign nature,  which  at  present  include:  all  intra- 
cranial tumors;  all  spinal  cord  tumors;  polycy- 
themia vera;  chronic  lymphoproliferative  diseases; 
mixed  tumors  of  the  parotid  gland;  hydratidiform 
moles,  and  other  tumors  that  may  be  specified  by 
the  Department. 

According  to  the  terms  of  the  Act,  the  Depart- 
ment is  required  to  establish  and  maintain  an 
up-to-date  registry  which  will  include  every  case 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

'An  NCI-supported  agency  located  at  1200  Jefferson 


of  cancer  in  Delaware.  The  Act  also  calls  for 
the  submission  of  such  specified  additional  in- 
formation on  reported  oases  as  the  Department 
deems  necessary  and,  appropriate  for  the  recogni- 
tion, prevention,  cure  and  control  of  such  diseases. 
According  to  the  Act,  the  reports  of  cancer  cases 
made  pursuant  to  the  provisions  of  this  Act  shall 
not  be  divulged  or  made  public  so  as  to  disclose 
the  identity  of  any  person  to  whom  they  relate 
and  no  individual  may  be  compelled  to  submit 
to  medical  or  health  department  examination  or 
supervision. 

This  Act  represents  the  culmination  of  a 30- 
year  effort  to  make  it  possible  to  accumulate 
meaningful  and  significant  statistical  information 
about  the  incidence  and  prevalance  of  cancer  in 
Delaware.  It,  in  effect,  assures  the  continuation 
of  the  State  Tumor  Registry  as  developed  under 
the  Delaware  Cancer  Network,  and  the  continua- 
tion of  the  use  of  the  Data  Management  System 
of  the  Rocky  Mountain  Cancer  Data  Center. 
Accurate  information  gathered  on  a statewide 
basis  and  carefully  introduced  into  the  existing 
registry  system,  with  adequate  quality  control, 
should  provide  information  for  comparative 
studies  based  on  age,  sex,  race,  and  demographic 
factors.  This  information  should  be  useful  for 
planning  for  the  health  needs  of  the  citizens  of 
Delaware,  as  a management  tool  for  physicians 
in  follow-up  and  for  comparative  studies  on  the 
effectiveness  of  present  methods  of  cancer  therapy. 
The  law  was  introduced  and  sponsored  by  Rep- 
resentative Jane  Maroney. 

Street;,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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Professional 
Clinical 
Laboratories 
establishes  its 
commitment  to  _ 
provide  high  quality 
medical  laboratory 


At  PCL  we  believe  you  should 
know  about  our  quality  programs. 

They  are  your  assurance  that  we  provide 
dependable  and  accurate  test  results  when  you 
need  them.  Credentials  are  important  indicators  of 
outside  quality  controls  — but  that’s  not  the  whole  story. 
They  don’t  show:  : 

■ Our  professional  staff,  ranging  from  pathologists 
to  computer  specialists 

■ Our  own  internal  quality  control 

■ A long  list  of -satisfied  customers  who  continue  to  use 
our  labs  because  of  prompt  service  and  reasonable  prices 

■ Overall  professional  excellence,  determined  to  provide 
the  best  service  possible 


■ American  Clinical  Laboratories  Association  (ACLA)  member 

■ Center  for  Disease  Control  (CDC)  proficiency  testing 

■ College  of  American  Pathologists  (CAP)  proficiency  testing 

■ Pennsylvania  Department  of  Health-Alcohol  & Drug  Programs 
M United  States  Department  of  Transporation-Alcohol  Program 
B United  States  Department  of  Agriculture  (USDA)-EIA  Testing 
B Medicare/Medicade  approval  number  08-8002 


a United  States  Department  of  Health,  Education  & Welfare 
Federal  license  number  07-1001 
a State  of  Delaware  - License  number  1003 

Uniform  Controlled  Substance  No.  05660 
B United  States  Nuclear  Regulatory  Commission 
License  No.  07-14186-01  Radioimmunoassay 
License  No.  07-14186-02  Toxicology 


Professional  Clinical  Labs 

MAIN  BUSINESS  OFFICE  1701  shallcross  avenue,  Wilmington,  DE  19806 


(302)  655-7268 
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LIABILITY  INSURANCE  COMMITTEE 


The  Liability  Insurance  Committee  is  the 
watchdog  of  the  Medical  Society  of  Delaware’s 
liability  insurance  program,  which  is  underwritten 
by  Aetna  Life  and  Casualty. 

Malpractice  insurance  in  Delaware  is  available 
only  through  this  program.  In  1971,  when  the 
Society  and  Aetna  joined  together  to  offer  this 
liability  insurance  program,  approximately  50% 
of  the  eligible  doctors  participated;  88%  now 
participate.  We  are  now  in  the  first  year  of  a 
guaranteed  five-year  commitment  with  Aetna 
which  will  stabilize  the  insurance  market  for  phy- 
sicians and  surgeons  in  Delaware. 

The  Liability  Insurance  Committee  also  func- 
tions as  an  umbrella  organization  which  oversees 
the  activities  of  the  Claims  Review  Panels,  which 
review  potential  malpractice  claims,  and  the  new 
Risk  Management  Program. 

Through  the  years,  the  Liability  Insurance 
Committee  has  featured  the  use  of  Claims  Review 
Panels  to  advise  the  insurance  company  on  medi- 
cal questions  raised  in  cases  of  alleged  malprac- 
tice. The  District  I panel,  which  is  for  New 
Castle  County,  is  headed  by  Martin  Gibbs,  M.D. 
The  District  II  panel,  which  is  for  Kent  and 
Sussex  Counties,  is  headed  by  James  B.  Mc- 
Clements,  M.D.  He  also  chairs  the  parent  com- 
mittee. 

Each  panel  consists  of  six  members  chosen 
from  various  specialties.  The  panel  may  seek 
advice  from  additional  Society  members  in  the 
field  or  subspecialty  which  is  involved. 

The  panel  reviews  each  case,  and  the  physician 
involved  may  appear  before  the  panel  to  explain 
his  management  of  the  case.  After  discussing  the 
case  and  conferring  with  an  attorney,  the  panel 
makes  its  recommendations. 

The  panel  will  recommend  one  of  these  op- 
tions: a settlement  because  of  deviation  from 
accepted  standards  of  good  practice  in  the  com- 
munity that  resulted  in  the  alleged  injury;  a com- 
promise settlement  for  a very  reasonable  figure, 
because  although  the  case  is  not  one  of  malprac- 


tice, there  are  considerations  which  make  the 
oase  difficult  to  defend;  or  defense  of  the  case, 
with  75%  or  more  of  the  members  present  con- 
curring. If  a settlement  or  compromise  settle- 
ment is  recommended,  the  size  of  the  settlement 
is  decided  by  Aetna. 

In  an  effort  to  prevent  problems  and  to  reduce 
the  cost  of  malpractice  insurance,  the  Society  and 
Aetna  have  developed  the  Risk  Management  Pro- 
gram. Its  purpose  is  to  identify  and  solve  prob- 
lems which  could  result  in  malpractice  cases.  The 
program  also  seeks  to  improve  the  quality  of 
patient  care. 

The  Risk  Management  Program,  which  has 
been  approved  by  the  Liability  Insurance  Com- 
mittee and  the  Board  of  Trustees,  is  scheduled  to 
start  this  year.  It  will  be  chaired  by  Ali  Z.  Hameli, 
M.D.  He  will  analyze  and  review  each  case  of 
medical  malpractice  filed  since  1971,  and  organ- 
ize and  carry  out  educational  programs  for  the 
membership  in  areas  of  malpractice.  Some  areas 
which  he  may  look  at  are  practice  techniques,  ac- 
cident prevention,  communications,  and  record 
keeping. 

The  Society  will  not  fund  the  Risk  Manage- 
ment Program.  Aetna  will  make  funds  available 
to  pay  for  the  program. 

The  Liability  Insurance  Committee  also  funds 
the  Impaired  Physicians  Program.  The  program 
seeks  to  identify  physicians  who  are  impaired  in 
their  ability  to  practice  medicine  by  abuse  of 
drugs  or  alcohol,  and  to  assist  them  in  obtaining 
adequate  treatment.  Calvin  B.  Hearne,  M.D., 
is  chairman  of  the  program. 

Members  can  obtain  insurance  under  this  cost 
plus  program,  resulting  in  the  best  available  rates. 
The  Society  will  continue  its  efforts  to  provide  its 
members  with  a solid  insurance  program. 
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Just  a Reminder... 

What  Blue  Cross  and  Blue  Shield  of  Delaware  does  not  cover. 

Blue  Cross  and  Blue  Shield  benefits  are  comprehensive  — 
but  there  are  limits.  Why?  With  restrictions,  health  benefits  are 
expensive.  Without  limits,  they’d  be  unaffordable. 

And,  all  of  us  have  an  interest  in  keeping  health  benefits 
affordable. 

What  is  not  covered?  Limits  are  spelled  out  in  virtually  all 
Blue  Cross  and  Blue  Shield  benefits  books  and  contracts.  But  — 
just  as  a reminder — we’ll  be  using  this  space  incoming  months 
to  discuss  procedures  and  services  which  are  not  covered. 

This  month:  Diagnostic  Admissions.  We  do  not  pay  for 
diagnostic  admissions  if  the  tests  can  be  performed  safely  on  an 
outpatient  basis.  Some  examples  where  coverage  is  not  provided: 

• Where  there  is  more  than  one  pre-operative  day  to 
perform  tests  before  elective  surgery. 

• Where  the  patient  is  hospitalized  for  tests  simply  as  a 
matter  of  convenience  to  the  patient,  and  when  those 
tests  are  provided  as  part  of  an  ambulatory  service. 

In  coming  months  we'll  discuss  other  Blue  Shield  coverage 
limitations. 


“Sorry,  Blue  Cross  and  Blue  Shield 
of  Delaware  doesn’t  cover  that 


Hearing  those  words  can  be  an 
unpleasant,  expensive  surprise.  That’s 
why  we'd  like  your  help  in  reminding 
patients  with  Blue  Cross  and  Blue  Shield 
benefits  what  services  are  not  covered. 


Blue  Cross 
Blue  Shield 

of  Delaware 


We’re  working  hard  to  control  health  care  costs. ..so  help  us. 
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ADENOID  CYSTIC  CARCINOMA  OF 
MINOR  SALIVARY  GLANDS 


Daniel  Man,  M.D. 
George  McInnes,  M.D. 


Adenoid  cystic  carcinoma  (ACC)  of  minor 
salivary  glands  is  an  unusual  and  frustrating  dis- 
ease. This  tumor  frequently  presents  as  an  asymp- 
tomatic, often  occult  mass  with  hidden  extensions, 
and  is  usually  present  for  extended  periods  of 
time  before  it  is  diagnosed.  In  spite  of  seemingly 
adequate  surgical  excision,  pathology  reports  often 
reveal  inadequate  margins.  Accordingly,  ACC 
has  a high  incidence  of  local  recurrence,  and 
despite  various  therapeutic  modalities,  there  are 
few  satisfactory  results.1-5 

We  report  a group  of  13  patients  with  ACC, 
all  with  a relatively  long-term  follow-up  in  order 
to  confirm  that  these  malignant  tumors  typically 
follow  a protracted  course  and  to  endorse  ag- 
gressive local  resection  with  generous  margins  at 
the  time  of  initial  presentation  as  the  best  ap- 
proach to  management. 

Materials  and  Methods 

We  reviewed  the  records  of  the  Wilmington 
Medical  Center  tumor  registry  and  pathology  and 

Dr.  Man  is  Chief  Resident,  Section  of  Plastic  and  Reconstructive 
Surgery,  Department  of  Surgery,  University  of  Louisville  School 
of  Medicine,  Louisville,  Kentucky. 

Dr.  McInnes  is  a Senior  in  the  Department  of  Surgery  at  the 
Wilmington  Medical  Center. 


surgical  departments  from  1969  to  1978.  Thir- 
teen patients  with  ACC  were  identified  and  fol- 
low-up data  obtained  either  by  direct  contact  with 
the  patient  or  by  means  of  questionnaires  to  the 
patient  and  the  attending  physician.  Age,  sex, 
anatomical  location,  symptoms,  and  duration  of 
the  disease  before  it  was  diagnosed  were  tabu- 
lated. For  each  patient,  we  noted  the  first  surgi- 
cal procedure,  pathology  reports,  metastases,  ad- 
ditional surgical  procedures,  radiation  or  chemo- 
therapy, and  outcome. 

Results 

Age.  The  age  range  was  from  32  to  70  years, 
with  a mean  of  56.  These  findings  are  com- 
parable to  those  in  other  reported  series,5 12  there 
being  no  reported  cases  in  young  people. 

Anatomical  Location.  Adenoid  cystic  carci- 
noma of  the  minor  salivary  glands  occurred  in 
the  buccal  mucosa  three  times  (23%),  in  the 
hard  and  soft  palate  three  times  (23%),  in  the 
trachea  twice  (15%),  and  once  each  (8%)  in 
the  nasopharynx,  the  floor  of  the  mouth,  and 
ear  canal. 

Sex.  Eight  of  the  13  tumors  occurred  in  men. 
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Adenoid  Cystic  Carcinoma  of  Minor  Salivary  Glands — Man 


In  other  larger  series,  this  tumor  was  slightly 
more  common  in  women.3’5’7*10’13116 

Clinical  Appearance 

A palpable  lump  was  the  most  common  pre- 
sentation in  our  series.  In  only  eight  instances 
(61%)  was  the  lesion  painful.  The  tumor  was 
usually  described  as  cystic  or  soft  with  those  in 
the  hard  palate  often  rubbery  in  consistency.  The 
duration  of  the  lesion  before  its  first  diagnosis 
and  treatment  varied  from  three  months  to  180 
months  (mean  32  months).  The  mean  duration 
in  other  series  varied  from  six  monthss  to  42 
months.17  One  patient  had  a lump  in  his  soft 
palate  for  15  years  before  it  was  diagnosed. 

Treatment 

Four  patients  (31%)  were  treated  by  surgery 
alone  and  had  the  benefit  of  relatively  early,  wide, 
local  excision.  Eight  patients  (61%)  were 
treated  by  combined  surgery  and  radiotherapy 
and  had  multiple  (in  one  case  12)  procedures 
with  partial  removal  of  the  tumor  for  local  con- 
trol of  advanced,  incurable  disease.  Three  pa- 
tients in  this  combined  treatment  group  also 
underwent  chemotherapy  for  palliation. 

One  patient  (8%)  was  considered  medically 
unfit  for  major  surgery  because  of  inaccessible  or 
inoperable  tumors  and  distant  metastases,  and  re- 
ceived radiation  therapy  alone. 

In  view  of  the  malignant  nature  of  ACC,  its 
high  incidence  of  local  recurrence,  and  tendency 
to  spread  locally  and  along  perineural  spaces, 
supervoltage  external  irradiation  to  the  area  sur- 
rounding the  surgical  incision  was  given  to  all 
patients  through  wedged  portals.  A total  of 
6,000-10,000  rads  was  given  by  cobalt  beam  or 
radium  implant. 


Results 

Ten  (77%)  of  the  patients  had  evidence  of 
residual  or  recurrent  tumor  following  the  initial 
surgical  excision.  (Table  1 ) The  remaining  three 
patients  are  considered  tumor-free  with  a follow- 
up of  one  to  11  years. 

Despite  the  high  incidence  of  recurrence,  eight 
(62%)  patients  are  still  alive  after  one  to  17 
years  of  follow-up.  Six  of  the  nine  who  received 
combined  treatment  show  no  evidence  of  per- 
sistent or  recurrent  tumor  and  have  returned  to 
normal  daily  activities.  Five  (38%)  died  from 
tumor  by  the  fourteenth  year  of  follow-up.  the 
youngest  at  age  42.  Local  spread  of  tumor,  par- 
ticularly along  the  perineural  spaces,  was  the 
dominant  pattern  of  recurrence.  (Figure  1 ) The 
most  common  sites  of  distant  metastases  were 
lungs,  pleura,  and  bones.  (Figure  2) 

The  survival  rate,  85%  at  the  end  of  five  years, 
dropped  to  60%  by  the  end  of  14  years.  (Table 
1) 

Discussion 

This  series  points  out  the  difficulty  in  manage- 
ment of  ACC  of  minor  salivary  glands,  which 
often  masquerades  as  a benign  lesion  for  years 
resulting  in  significant  delay  in  its  diagnosis. 
Some  series  report  treatment  delay  up  to  20 
years.8-13’17 

Because  of  insidious  growth  characteristics  and 
often  incomplete  primary  removal,  ACC  has  an 
extremely  high  rate  of  recurrence.  Early  aggres- 
sive surgery  is  the  only  means  of  affecting  a 
higher  rate  of  cure.  Radiotherapy  may  aid  in 
controlling  local  recurrence,  but  radiation  treat- 
ments and  chemotherapy  alone  provide  only 
temporary  resolution  of  tumor. 


Duration  of  Follow-up 

Number  of 

TABLE  1 

SURVIVAL  DATA 
Alive  with  Alive  with 

Dead  of 

Survival 

(Years) 

Patients 

Tumor  No  Tumor 

Tumor 

Percent 

5 or  less 

5 

— 3 

2 

85 

6-9 

1 

1 — 

_ 

_ 

10-14 

5 

— - 2 

3 

60 

15-19 

1 

— 1 

— 

— 

20  or  more 

1 

1 — 

_ 
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FIGURE  1 

Perineural  space  invasion  of  ade- 
noids cystic  carcinoma. 


Since  the  natural  history  of  this  tumor  is  one 
of  slow  growth,  five-year  survival  has  little  mean- 
ing. No  patient  with  ACC  should  be  considered 
cured  before  10  to  14  years  have  elapsed. 

Summary 

Thirteen  patients  with  adenoid  cystic  carcinoma 
of  the  minor  salivary  glands  are  analyzed  and 
documented.  A long  period  of  delay  between 
patient  awareness  of  the  presence  of  tumor  and 
treatment  is  frequent.  The  frequency  of  inade- 
quate initial  surgery  with  a high  rate  of  local  re- 
currence is  evident. 
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FIGURE  2 

Tumor  infiltration  of  bone. 
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A cohort  (n  = 1552)  representative  of  the 
adult  population  of  the  state  of  Vermont  was 
followed  up  after  the  termination  of  the  1976- 
1977  national  swine  flu  immunization  program  in 
order  to  determine  vaccination  compliance.  The 
reported  utilization  rate  of  50  percent  ranked 
high  compared  to  other  states  in  the  nation.  Par- 
ticipation was  good  among  those  having  post- 
secondary education  and  larger  family  incomes, 
those  elderly  with  respiratory  symptoms,  those 
well  patients  who  had  made  a recent  doctor  visit, 
and  those  who  had  obtained  influenza  immuniza- 
tion in  past  years.  Individuals  who  had  never 
been  married,  and  males  classified  as  current 
cigarette  smokers  were  poor  compliers. 

There  was  considerable  turnover  with  respect 
to  which  persons  (23  percent)  weie  vaccinated 
in  1976  for  the  first  time,  while  one  in  six  (16 
percent)  had  received  vaccinations  at  some  time, 
but  chose  to  eschew  swine  flu  immunization. 
Introduction 

The  national  swine  influenza  immunization  pro- 
gram, launched  in  the  autumn  of  1976,  repre- 
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Vermont  College  of  Medicine.  The  initial  survey  effort  was  sup- 
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Grant  HL  17292. 
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sented  the  largest  voluntary  vaccination  effort  ever 
attempted  in  the  United  States.  This  controversial 
undertaking  provided  an  occasion  to  examine  in 
a prospective  fashion  preventive  health  practices 
among  residents  of  the  small,  predominantly 
rural  state  of  Vermont.  Just  prior  to  President 
Ford’s  March  1976  announcement  of  the  national 
vaccination  campaign,  a representative  cohort 
of  Vermont  adults  had  been  queried  in  a health 
interview  survey  as  part  of  another  study.1  It 
was  decided  to  exploit  this  opportunity  by  ascer- 
taining the  influenza  immunization  status  of  this 
group  via  a postcard  questionnaire  after  termina- 
tion of  the  immunization  program.  The  data 
obtained  was  used,  in  conjunction  with  the  pre- 
viously collected  information,  to  investigate  the 
relationship  of  vaccine  acceptance  to  socio-demo- 
graphic factors,  high-risk  status,  and  prior  pre- 
ventive health  behavior. 

The  Vermont  State  Health  Department’s  re- 
solve to  undertake  a committed  and  energetic 
role  in  the  vaccination  program  was  due,  in  part, 
to  the  historically  high  influenza  mortality  in  Ver- 
mont. During  the  1968  epidemic,  in  particular, 
the  influenza  mortality  rate  in  Vermont  rose  to 
15.3  per  100,000,  a rate  which  exceeded  the 
death  rates  in  the  nation  and  in  the  neighboring 
states  of  New  York  and  Massachusetts  by  a factor 
of  four,  and  in  New  Hampshire  by  a factor  of 
three.2  The  cooperation  of  local  organizations, 
including  the  State  Office  on  Aging  and  home 
health  agencies,  was  actively  solicited.  The  pro- 
gram was  extensively  publicized.  The  vaccine 
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was  distributed  through  public  clinics,  industrial 
facilities,  schools,  and  the  office  of  private  phy- 
sicians. 

Monovalent  swine  influenza  vaccine,  containing 
A/New  Jersev/76,  was  recommended  for  the  18- 
to  59-year-old  “asymptomatic”  population,  and 
bivalent  vaccine  containing  swine  influenza  and 
A/Victoria/75  was  recommended  for  the  elderly, 
and  for  persons  of  any  age  suffering  from  certain 
medical  conditions  including  chronic  broncho- 
pulmonary or  heart  disease. 

Because  the  clientele  served  by  the  Office  on 
Aging  is  60  years  old  or  older,  this  definition  of 
“elderly”  was  used  instead  of  the  65-year-old 
definition  suggested  by  the  US  Public  Health 
Service. 

Methods 

From  late  1975  through  early  1976,  a survey 
of  the  adult  (18  years  and  over)  civilian,  non- 
institutionalized  population  of  the  state  of  Ver- 
mont was  conducted.1  The  purpose  of  the  survey 
was  to  obtain  population-based  measures  of  health 
knowledge,  attitudes,  and  behaviors  with  a par- 
ticular focus  on  issues  related  to  respiratory  health 
and  disease.  A set  of  items  eliciting  information 
about  respiratory  symptoms  was  included  in  a 
questionnaire  that  was  administered  by  trained 
interviewers.3  Standard  area  probability  sampling 
techniques  were  employed.  The  primary  sam- 
pling units  were  segments  containing  approxi- 
mately six  contiguous  housing  units  each,  with 
single  household  respondents  being  selected  in 
the  manner  of  Kish.4  A sample  of  1552  adults, 
representing  a response  rate  of  78  percent,  was 
obtained  through  an  extensive  follow-up  pro- 
cedure that  included  as  many  as  eight  callbacks. 

Particular  interest  was  focused  on  those  indi- 
viduals reporting  chronic  cough,  phlegm  produc- 
tion, recurrent  dyspnea,  or  chest  disorders  such 
as  asthma,  some  kind  of  bronchial  trouble,  or 
emphysema. 

In  addition,  whether  or  not  each  subject  had 
more  prior  visits  to  a doctor  when  not  ill  (well 
doctor  visit  status)  was  determined  by  the  ques- 
tion: Have  you  ever  had  a general  medical  or 
physical  examination  by  a doctor  when  you  didn’t 
think  you  had  a health  problem,  weren’t  sick  (or 
pregnant),  and  didn’t  have  any  symptoms? 


During  May  and  June  of  1977,  a postcard  was 
sent  to  every  adult  in  the  cohort  that  had  been 
identified  in  the  initial  survey.  Subjects  were 
asked  whether  they  had  had  a swine  flu  shot 
within  the  last  eight  months  and  whether  they 
had  previously  had  any  kind  of  flu  shot. 

Four  mailings  resulted  in  1245  replies  for  a 
response  rate  of  80  percent.  Since  cohort  mor- 
tality and  migration  were  not  considered  in  the 
calculation,  the  actual  response  rate  of  those 
available  to  respond  was  somewhat  higher.  No 
substantial  systematic  variation  relative  to  the 
socio- demographic  characteristics  of  the  initial 
survey  cohort  was  observed  in  follow-up  response 
patterns. 

It  was  recognized  that  the  use  of  self-reported 
behavior  was  less  than  ideal;  however,  the  alter- 
native of  checking  state  vaccination  records  was 
not  considered  possible.  Furthermore,  a degree 
of  confusion  may  have  existed  on  the  part  of  some 
respondents  as  to  whether  they  received  swine  flu 
vaccine  or  some  other  type  of  influenza  vaccine. 
It  has  been  estimated  that  between  September  20 
and  December  19,  1976,  46,457,000  doses  of  all 
types  of  influenza  vaccine  were  administered 
nationally,  with  only  40,575,000  of  those  being 
swine  flu  vaccinations.5  In  this  study,  therefore, 
the  swine  flu  vaccination  rate  may  be  slightly 
overstated. 

Results 

Socio-Demographic  Factors 

A utilization  rate  of  influenza  vaccine  of  50 
percent  was  estimated  for  the  eight-month  period 
from  September  1976  through  April  1977. 

Self-reported  use  of  swine  influenza  vaccine 
during  the  1976-1977  influenza  season  by  socio- 
demographic characteristics  appears  in  Table  1. 
For  both  males  and  females,  a marked  increase 
was  seen  in  vaccine  utilization  by  individuals  60 
and  over,  60  percent  of  whom  were  vaccinated 
versus  47-48  percent  of  those  younger.  This 
reasonably  high  compliance  was  consistent  with 
official  recommendations  encouraging  the  elderly 
to  be  immunized. 

With  respect  to  marital  status,  single  individuals 
had  a much  lower  utilization  rate  than  the  other 
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TABLE  1 

SWINE  FLU  VACCINATION  RATES  (PERCENT) 
IN  VERMONT  BY  SOCIO-DEMOGRAPHIC 
CHARACTERISTICS 


Characteristic 

Males 

Females 

Both  Sexes 

Age 

18-39 

50 

44 

47 

40-59 

51 

45 

48 

60+ 

58 

62 

60 

Marital  Status 

Single 

27 

37 

31 

Married 

56 

48 

52 

Other 

49 

55 

54 

Place  of  Residence 
Population 

=t2500 

55 

56 

56 

<2500 

49 

40 

44 

Education 

High  School  or  1 

Less  45 

40 

42 

More  than  High 

School 

65 

63 

64 

Family  Income 

<$15,000 

46 

43 

44 

=t$15,000 

59 

64 

61 

Overall 

52 

49 

50 

Sample  Size 

474 

771 

1245 

two  groups  (31  percent  versus  52-54  percent). 
There  was  an  especially  low  rate  reported  by 
single  males. 

Residents  of  small  population  areas  reported 
lower  levels  of  vaccine  usage  (44  percent)  than 
inhabitants  of  larger  places  (56  percent).  The 
much  lower  utilization  among  rural  females  was 
particularly  striking  (40  percent).  These  differ- 
ences may  be  attributable  to  non-uniform  dis- 
tribution of  the  vaccine  across  the  state,  uneven 
publicity  of  the  program,  or  to  decreased  access 
because  of  transportation  problems  among  rural 
people,  especially  females. 

A relationship  was  also  seen  between  vaccine 
usage  and  education.  Both  sexes  showed  an  in- 
crease in  utilization  with  post-secondary  educa- 
tional experience  (64  percent  versus  42  percent). 

Respondents  residing  in  households  having  an- 
nual family  incomes  of  at  least  $15,000  per 


annum  were  more  likely  to  avail  themselves  of 
the  vaccine.  This  relationship  was  most  pro- 
nounced for  females. 

Risk  Factors 

The  high-risk  population  in  Vermont  was  de- 
fined as  persons  at  least  60  years  old  and  indi- 
viduals of  any  age  suffering  from  various  chronic 
medical  conditions.  Estimated  population  vac- 
cination rates  classified  by  various  “risk”  cate- 
gories are  given  in  Table  2. 

TABLE  2 

SWINE  FLU  VACCINATION  RATES  (PERCENT) 

IN  VERMONT  BY  SEX,  RISK  FACTORS,  AND  AGE 

Age 

Sex  Risk  Factor  18-39  40-59  60+  All  Ages 


Male  Chronic  Cough 


Present 

13 

58 

78 

46 

Absent 

53 

51 

55 

53 

Chronic  Phlegm 

Present 

22 

56 

59 

47 

Absent 

52 

51 

57 

52 

Dyspnea 

Present 

100* 

24* 

86 

62 

Absent 

49 

53 

53 

51 

Physician- 

Diagnosed 

Chest  Disorder 

Present 

35 

57 

55 

47 

Absent 

51 

51 

58 

52 

Female  Chronic  Cough 

Present 

78 

46 

72 

62 

Absent 

41 

46 

61 

47 

Chronic  Phlegm 

Present 

52 

52 

58 

54 

Absent 

43 

45 

62 

48 

Dyspnea 

Present 

18 

40 

81 

51 

Absent 

45 

44 

58 

48 

Physician- 
Diagnosed 
Chest  Disorder 

Present  65  58  59  61 

Absent  38  43  62  45 

•Estimate  based  on  fewer  than  10  observations. 
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The  strongest  relationship  between  vaccina- 
tion acceptance  and  symptom  presence  was  ob- 
served for  chronic  cough  and  dyspnea;  more  than 
half  of  this  group  was  vaccinated.  Vaccination 
rates  were  particularly  high  among  the  elderly 
who  reported  either  of  these  symptoms.  Because 
of  the  association  of  dyspnea  with  chronic  bron- 
chopulmonary or  chronic  heart  disease,  it  is  pos- 
sible to  speculate  that  the  high  compliance  among 
symptomatic  persons  may  be  some  reflection  of 
vaccine  acceptance  in  high-risk  populations. 
Young  males  having  chronic  cough  as  well  as 
young  females  suffering  from  dyspnea  were  low 
users  of  the  vaccine  with  rates  of  13  and  18  per- 
cent respectively.  Among  young  females  report- 
ing chronic  cough,  however,  the  acceptance  rate 
was  high  (78  percent). 

No  striking  variation  in  vaccine  use  was  ob- 
served between  the  symptomatic  and  asympto- 
matic with  respect  to  chronic  phlegm  production. 
One  notable  exception  to  this  was  the  low  use 
rate  of  22  percent  among  young  males.  When 
considering  physician-diagnosed  chest  disorders, 
young  symptomatic  males  seemed  to  be  under- 
utilizers  (35  percent)  while  symptomatic  young 
and  middle-aged  females  complied  quite  well  with 
rates  of  65  and  58  percent  respectively.  Although 
chronic  phlegm  production  and  physician-diag- 
nosed chest  disorders  are  potentially  serious  risk 
factors,  elderly  subjects  apparently  perceived  the 
presence  of  a cough  to  be  more  threatening. 

Preventive  Health  Behavior 

Persons  who  had  received  an  influenza  vac- 
cination at  some  time  in  the  past  were  immunized 
at  the  rate  of  63  percent  compared  with  41  per- 
cent for  those  who  had  never  been  vaccinated. 
The  pattern  was  similar  for  both  sexes.  (Table  3) 

Among  the  high-risk  elderly,  previous  com- 
pilers utilized  the  swine  influenza  vaccine  at  a 
rate  of  78  percent.  A positive  relationship  was 
found  between  vaccine  acceptance  and  a history, 
at  the  time  of  the  initial  survey,  of  “well  doctor 
visits.”  The  more  recently  a “well  doctor  visit” 
was  reported,  the  more  likely  it  was  that  an  in- 
dividual received  a swine  flu  immunization. 
Eighty-one  percent  of  elderly  men  who  reported 
a “well  doctor  visit”  within  a year  received  in- 
fluenza vaccination. 

Men  who  currently  smoke  cigarettes  were  im- 


TABLE  3 

SWINE  FLU  VACCINATION  RATES  (PERCENT) 
IN  VERMONT  BY  PRIOR  HEALTH  BEHAVIORS 


Health  Behavior  Males  Females  Both  Sexes 
Previous  Flu  Vaccination 


Yes 

64 

62 

63 

No 

42 

39 

41 

Well  Doctor  Visits 

Never 

More  than  a year 

35 

41 

39 

ago 

52 

46 

50 

Within  a year 

60 

54 

56 

Within  two  weeks 

82 

87 

84 

Cigarette  Smoking  History 

Never 

55 

47 

50 

Former 

64 

58 

62 

Present 

37 

48 

43 

Age  60— f—  and: 

Previous  Vaccine 

Usage 

79 

76 

78 

No  Previous  Vaccine 

Usage 

35 

45 

40 

Well  Doctor 

Visit  Within 
One  Year 

81 

64 

71 

No  Well  Doctor 

Visit  within 
One  Year 

48 

60 

54 

munized  at  the  rate  of  37  percent  compared  to 
55  percent  for  males  who  had  never  smoked;  this 
discrepancy  in  vaccination  rate  between  current 
and  never  smokers  was  not  seen  among  women. 
Among  former  cigarette  smokers,  the  acceptance 
rate  of  the  vaccination  was  64  percent  for  men 
and  58  percent  for  women.  It  may  be  that  dis- 
continuation of  cigarette  smoking  represents  an 
active  and  positive  health  behavior  that  is  related 
to  other  preventive  health  activities.  Also,  as 
many  former  smokers  may  have  stopped  because 
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of  health  reasons,  this  group  may  have  included 
a preponderance  of  high-risk  individuals  strongly 
motivated  to  be  vaccinated. 

Discussion 

The  Vermont  immunization  experience  varied 
markedly  among  the  subgroups  examined.  The 
compliance  was  lowest  among  persons  with  low 
family  incomes  who  resided  in  low  population 
areas,  who  had  little  education,  and  who  had 
never  been  married.  Vaccine  utilization  was 
quite  high  among  the  elderly,  particularly  those 
elderly  with  salient  chronic  conditions,  those  who 
had  recently  visited  a physician  in  the  absence 
of  perceived  health  problems  or  symptoms,  and 
those  who  had  received  an  influenza  immuniza- 
tion during  a previous  year. 

Slightly  more  than  one-third  of  the  cohort  re- 
ported never  having  had  an  influenza  vaccination 
of  any  kind.  About  23  percent  of  the  popula- 
tion was  vaccinated  against  influenza  for  the  first 
time  in  1976  with  swine  flu  vaccine  while  16 
percent  had  received  vaccinations  at  some  prior 
time  but  chose  not  to  be  immunized  against  swine 
influenza. 

It  seems  clear  that  mass  compliance  in  an  im- 
munization program  does  not  follow  ipso  facto 
from  recommendations  of  public  health  officials. 
It  is  reasonable  to  speculate  that  the  vigorous 
controversy  that  surrounded  the  national  program 
contributed  to  the  high  rates  of  noncompliance 
we  noted  in  Vermont.6  Various  issues  including 
malpractice  .liability  of  the  pharmaceutical  firms 
involved  in  the  production  of  the  vaccine,  the 
necessity  for  signed  informed  consent,  and  ques- 
tionable vaccine  efficacy  were  widely  discussed. 
Professional  differences  of  opinion  concerning 
the  probable  virulence  of  swine  flu,  the  likelihood 
of  an  epidemic,  and  the  need  for  a mass  pro- 
gram were  also  well  publicized.  Not  only  did 
the  pre-implementation  phase  of  the  swine  flu 
immunization  program  exist  in  an  atmosphere 
charged  with  controversy,  but  the  controversies 
also  continued  and  increased  during  the  actualiza- 
tion of  the  national  program.  Three  deaths  were 
reported  in  Pennsylvania  following  vaccination, 
and  although  it  was  later  established  that  no 
causal  link  existed,  concern  about  a possible  re- 
action to  the  vaccine  persisted.  The  increased 


incidence  of  Guillain-Barre  paralysis  following  im- 
munization led  to  a moratorium  and  the  eventual 
termination  of  the  program.  The  collective  im- 
pact of  these  events  no  doubt  contributed  to  the 
anxiety  of  the  general  population,  especially 
among  the  elderly  and  chronically  ill,  whether 
they  had  participated  in  the  program  or  not. 

Although  variability  in  participation  rates  rela- 
tive to  certain  demographic  and  predisposing 
characteristics  has  been  observed,  the  variation 
between  neighboring  states  was  even  more  strik- 
ing, ranging  from  less  than  ten  to  more  than  70 
percent.7  Half  of  Vermont  adults  participated  in 
the  vaccination  program  compared  with  about 
one-third  who  did  so  nationally.  Vermont  ranked 
eleventh  among  all  the  states;  its  neighbor  New 
Hampshire  was  thirtieth;  New  York,  fortieth;  and 
Massachusetts,  forty-eighth. 

Only  a half  dozen  states  accomplished  the  60 
percent  participation  considered  minimal  for  the 
program  to  be  successful.8  Although  Vermont 
did  not  achieve  this  level,  it  is  interesting  to  specu- 
late why  Vermonters  accepted  the  program  as  well 
as  they  did,  vis-a-vis  the  rest  of  the  nation.  It 
has  already  been  noted  that  the  Vermont  State 
Health  Department  was  keenly  aware  of  excess 
influenza  mortality  during  the  1968  epidemic 
and  had  adopted  an  active  role  in  the  implemen- 
tation of  the  vaccination  program.  One  can  also 
hypothesize  that  public  attitude  was  influenced 
by  recollections  of  previous  personal  or  family 
experiences  with  influenza.  The  small  size  of 
Vermont,  along  with  a well -organized  system  of 
local  government,  made  it  feasible  to  establish 
clinics  for  vaccination  in  each  of  the  state’s  256 
towns,  and  follow-up  clinics  were  held  in  about 
one-third  of  these.  The  cooperation  of  the  home 
health  agencies  and  the  State  Office  on  Aging 
facilitated  the  reaching  of  the  homebound,  eld- 
erly, and  high-risk  segments  of  the  population. 

We  conclude  that,  should  any  similar  mass 
public  health  activity  be  deemed  necessary  in  the 
future,  the  commitment  and  organization  of  the 
public  health  sector  would  be  pivotal.  Rives  and 
Mooney  also  suggest  that  persuasive  health  edu- 
cation can  be  conducted  by  private  physicians  in 
their  own  offices  with  their  own  patients,  and  in 
an  atmosphere  of  rapport  between  patient  and 
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private  physician,  misinformation  can  be  cor- 
rected and  fears  can  be  allayed.9 

The  high  compliance  rate  observed  in  this  study 
among  persons  who  had  recently  visited  a phy- 
sician in  the  absence  of  current  medical  problems, 
strengthens  the  credibility  of  this  suggestion  and 
indicates  that  patient  education  conducted  by  the 
private  physician  is  a valuable  supplement  to 
good  organization  and  commitment  of  the  public 
health  sector. 
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1980  AMA  HOUSE  OF  DELEGATES 
ANNUAL  MEETING 

The  AMA  House  of  Delegates  convened  for 
its  1980  annual  meeting  in  Chicago  on  July 
20;  the  Medical  Society  of  Delaware  was  rep- 
resented by  its  president,  Robert  B.  Flinn,  M.D.; 
its  delegate,  Roger  B.  Thomas,  Jr.,  M.D.;  and  its 
alternate  delegate,  Rhoslyn  J.  Bishoff,  M.D.  The 
House  of  Delegates’  opening  ceremonies  were 
held  on  the  first  day,  and  the  second  day  was 
dedicated  to  Reference  Committee  hearings.  Dr. 
Thomas  served  as  one  of  five  members  of  Refer- 
ence Committee  A;  Drs.  Flinn  and  Bishoff  at- 
tended the  other  Reference  Committee  hearings. 
The  House  of  Delegates  acted  on  the  Reference 
Committee  reports  on  July  22,  23,  and  24. 

The  highlight  of  the  meeting  was  the  election 
of  the  AMA  officers.  Daniel  T.  Cloud,  M.D., 
was  chosen  President-elect.  George  H.  Mills, 
M.D.,  from  Honolulu  was  re-elected  to  the  Board 
of  Trustees.  New  Trustees  elected  were  Robert 
T.  Kelly,  M.D.,  from  Minnesota;  Alan  R.  Nelson, 
M.D.,  from  Salt  Lake  City;  and  James  H.  Todd, 
M.D.,  from  Ridgewood,  New  Jersey. 

The  issue  of  National  Health  Insurance  was 
dealt  with  efficiently  by  the  House,  which  re- 
affirmed the  1979  statement  that  the  AMA  “con- 
tinue to  advocate  in  a positive  manner  the  superi- 
ority of  a voluntary,  free-choice  method  of  medi- 
cal and  health  care  delivery  compared  to  a system 
dominated  and  controlled  by  the  Federal  Govern- 
ment.” The  main  issue  here  was  the  degree  of 
reassurance  that  the  more  conservative  members 
of  the  House  required  that  the  written  policy  of 
the  AMA  reflect  this  attitude. 

The  AMA  House  of  Delegates  adopted  a new 
code  of  Medical  Ethics,  which  was  the  first  re- 
vision approved  in  23  years.  The  new  principles 
received  195  favorable  votes,  which  was  11  more 
than  the  two-thirds  necessary  to  adopt  them.  The 
ten  principles  written  in  1957  had  their  language 
modernized,  had  gender  reference  eliminated,  and 
were  improved  regarding  the  appropriate  stance 
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between  professional  principles  and  contemporary 
society.  Debate  during  the  Reference  Committee 
hearings  on  the  new  ethics  code  was  lengthy,  but 
argument  on  the  floor  of  the  House  was  kept  to 
a minimum.  The  complete  text  of  the  recently 
revised  Medical  Ethics  follows  this  report. 

The  issue  of  continuing  medical  education  was 
dealt  with  in  several  respects.  The  House  of 
Delegates  authorized  the  Board  of  Trustees  to 
eliminate  dual  accreditation  by  the  LCCME  and 
the  AMA’s  year-old  Committee  for  the  Accredi- 
tation of  Continuing  Medical  Education.  The 
proposal,  as  set  forth  in  the  report  of  the  Board 
of  Trustees  Report  JJ,  was  the  culmination  of 
weeks  of  discussion  among  the  Parent  Organiza- 
tions involved  in  the  Coordinating  Council  on 
Medical  Education,  the  Liaison  Committee  on 
Graduate  Medical  Education,  and  the  Liaison 
Committee  on  Continuing  Medical  Education. 

In  other  actions,  the  House  of  Delegates  en- 
dorsed a “go  slow”  policy  for  mandatory  recertifi- 
cation and  continuing  medical  education.  It 
adopted  a resolution  urging  specialty  societies  and 
state  medical  societies  to  support  a moratorium 
on  all  additional  mandatory  CME  or  mandatory 
reexamination  and  recertification  programs,  such 
moratorium  to  remain  in  effect  pending  evidence 
that  they  actually  upgrade  physician  competence. 
According  to  the  Council  on  Medical  Education 
Report  J,  mandatory  recertification  and  CME 
have  not  demonstrated  that  they  assure  high- 
quality  performance  by  physicians. 

The  AMA  will  place  greater  emphasis  on  its 
legislative  and  other  efforts  to  assure  equitable 
and  realistic  levels  of  reimbursement  for  physi- 
cian services  under  the  Medicare-Medicaid  pro- 
grams. Concentrated  effort  will  be  focused  on 
the  repeal  of  the  federal  government  “economic 
index.”  The  House  of  Delegates  reaffirmed  As- 
sociation policy  supporting  the  “usual  and  cus- 
tomary or  reasonable”  concept  of  physician  re- 
imbursement while  continuing  efforts  to  ensure 
equitable  levels  of  reimbursement  under  federal 
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programs.  Special  efforts  will  be  made  to  repeal 
the  “economic  index”  established  by  the  Health 
Care  Financing  Administration  in  1975.  In  a 
related  action,  the  Delegates  asked  the  AMA  to 
aggressively  pursue  with  the  insurance  industry 
the  improvement  of  terminology  in  third-party 
communications,  so  that  the  term  “reasonable 
charge”  will  not  be  misleading  to  the  public.  The 
AMA  also  agreed  to  continue  to  oppose  the  pro- 
posed uniform  implementation  of  Medicare  regu- 
lations calling  for  hospital  based  physicians  to  be 
reimbursed  under  Medicare  Part  B only  for  identi- 
fiable professional  services  performed  by  a phy- 
sician and  only  if  the  services  require  performance 
by  a physician  in  person.  In  early  June  of  1980, 
a federal  district  court  in  Arkansas  preliminarily 
enjoined  the  uniform  enforcement  of  these  regu- 
lations. 

Reiterating  its  approval  of  the  concept  of  neu- 
tral public  policy  and  fair  market  competition 
among  all  systems  of  health  care  delivery,  the 
Delegates  said  that  the  potential  growth  of  HMO’s 
should  be  determined  by  the  number  of  people 
who  prefer  this  mode  of  delivery,  and  not  by 
federal  subsidy,  preferential  federal  regulations, 
or  a federal  advertising  program.  The  Delegates 
approved  all  but  one  of  the  recommendations 
of  the  Council  on  Medical  Service’s  study  of 
HMO’s,  contained  in  a ten -page  report  with 
recommendations.  Extracted  from  the  report, 
and  referred  to  the  Board  of  Trustees  for  further 
study,  was  the  recommendation  that  the  HMO 
approach  to  health  care  delivery  be  recognized  as 
one  which  may  result  in  care  for  enrollees  at  a 
lower  total  cost  than  for  comparable  groups  and 
other  health  care  delivery  systems;  this  action 
prevented  the  recommendation  from  becoming 
established  AMA  policy. 

The  Delegates  reaffirmed  and  readopted  a reso- 
lution calling  for  the  repeal  of  PL  93-641, 
amended  by  PL  96-79,  the  federal  legislation 
which,  among  other  things,  created  health  systems 
agencies.  The  Delegates  vowed  to  continue  to 
inform  their  federal  legislators  of  the  AMA’s 
opposition  to  this  legislation,  and  to  urge  them  to 
repeal  it.  At  the  same  time,  the  resolution  noted 
that  the  AMA  should  encourage  its  members  to 
participate  as  individuals,  or  as  members  of  ap- 
propriate organizations  and  institutions,  in  health 


planning,  and  in  presenting  definitive  proposals 
for  community  and  individual  health.  Another 
HSA-related  resolution  addressed  the  issue  of 
funding  for  HSA’s.  The  resolution  passed  asked 
the  AMA  to  oppose  the  solicitation  of  non-federal 
funds  by  or  on  behalf  of  an  HSA,  and  asked  the 
AMA  to  request  congressional  enactment  of 
legislation  prohibiting  such  solicitation,  and  to 
request  that  the  Bureau  of  Health  Planning  pro- 
hibit solicitation  or  acceptance  of  funds  by  any 
HSA.  Delegates  also  adopted  a resolution  calling 
for  the  AMA  to  oppose  mandatory  regionaliza- 
tion of  medical  services. 

With  the  value  of  CAT  scanners  firmly  estab- 
lished, the  House  of  Delegates  asked  the  AMA 
to  recommend  that  CAT  scanning  equipment 
should  be  readily  available  for  patients,  and  that 
efforts  by  health  systems  agencies  to  block  the 
acquisition  of  scanning  equipment  are  deemed  to 
be  detrimental  to  the  quality  and  cost  effectiveness 
of  health  care.  The  resolution  further  asked  the 
AMA  to  send  copies  of  the  resolution  to  each 
health  systems  agency  in  the  country,  as  well  as 
to  state  health  planning  and  development  agencies, 
state  health  coordinating  councils,  and  to  the 
secretary  of  the  Department  of  Health  and  Human 
Services.  In  a second  resolution,  the  Delegates 
asked  that  the  AMA  and  physicians  at  state  and 
local  levels  strongly  urge  that  decisions  concern- 
ing placement  of  expensive  facilities  and  equip- 
ment be  made  on  the  basis  of  local  needs  and 
resources,  and  with  the  cooperation  of  local  prac- 
ticing physicians  to  the  end  that  CAT  scanning 
equipment  will  become  available.  In  passing 
these  resolutions  it  was  noticed  that  national  plan- 
ning guidelines  recommend  a minimum  of  2,500 
scans  per  year  per  scanner  in  making  placement 
decisions,  without  regard  for  differing  local  needs 
and  resources. 

The  House  of  Delegates  denied  a request  from 
the  American  College  of  Surgeons  to  withdraw 
its  representation  in  the  House  of  Delegates.  The 
House  urged  the  initiation  of  a dialogue  with  the 
ACS  Board  of  Regents  to  seek  an  early  resolution 
to  this  problem. 

Of  some  interest  locally,  in  view  of  the  experi- 
ence in  New  Jersey,  the  House  of  Delegates 
adopted  a report  from  the  Council  on  Medical 
Service,  which  concluded  that  further  research 
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and  study  of  the  “diagnosis  related  group”  con- 
cept of  hospital  reimbursement  is  needed  before 
such  a system  is  used  to  pay  hospitals.  This  con- 
cept is  now  being  tested  in  26  New  Jersey  hos- 
pitals, and  federal  officials  have  indicated  an 
interest  in  shifting  to  such  a per  case  reimburse- 
ment system  for  hospitals  nationwide  under  Medi- 
care, as  a cost  containment  measure. 

The  House  of  Delegates  adopted  a report  from 
the  Judicial  Council  on  capital  punishment,  which 
said  that  although  a physician  may  make  a deter- 
mination or  certification  of  death  as  is  currently 
provided  by  law,  this  action  is  not  considered 
active  participation  in  an  execution.  The  Delegates 
turned  down  the  Reference  Committee’s  recom- 
mendation to  refer  this  issue,  and  instead  they 
adopted  the  Judicial  Council’s  report.  They  estab- 
lished as  AMA  policy  that  physicians  should  not 
be  active  participants  in  any  legally  authorized 
execution.  The  matter  came  up  because  in  sev- 
eral western  states  the  method  of  execution 
involves  the  injection  of  a lethal  drug;  active  par- 
ticipation of  a physician  is  required  by  law  for  the 
prescription  of,  use  of  and  administration  of 
these  pharmacological  substances. 

The  House  of  Delegates  passed  a resolution 
proposing  that  the  National  Institutes  of  Health 
or  other  federal  agency  fund  an  independent  and 
impartial  study  and  clinical  trials  to  evaluate  the 
efficacy  and  safety  of  chiropractic.  The  resolu- 
tion noted  that  chiropractors  annually  receive 
more  than  $30  million  in  Medicare  monies;  in 
addition,  there  are  20,000  United  States  chiro- 
practors treating  an  estimated  eight  million  Ameri- 
can annually  for  a wide  variety  of  medical  con- 
ditions. 

The  House  of  Delegates  asked  the  AMA  to 
investigate  whether  the  Occupational  Safety  and 
Health  Administration  may  have  exceeded  its 
statutory  authority  in  promulgating  a rule,  sched- 
uled to  become  effective  August  21,  1980,  which 
will  require  that  an  employee’s  medical  record 
be  accessible  to  OSHA  without  the  informed 
written  consent  of  the  affected  employee. 

The  AMA  Board  was  directed,  by  the  House 
of  Delegates,  to  initiate  meetings  with  other  spon- 
soring groups  to  discuss  its  concerns  about  the 
Joint  Commission  on  the  Accreditation  of  Hos- 
pitals and  to  explore  methods  of  improving  the 


accreditation  process.  They  are  also  to  recom- 
mend that  the  JCAH  Board  of  Commissioners 
rewrite  standards  to  eliminate  ambiguities  and  to 
increase  flexibility  in  implementing  standards. 
They  are  also  to  recommend  the  commisioners 
streamline  the  accreditation  process  by  such 
methods  as  contracting  with  a management  firm 
to  perform  accreditation,  and  extending  the  term 
of  accreditation  from  two  to  three  or  four  years. 

There  were  many  other  items  of  business  dealt 
with  in  Reference  Committee  hearings  and  han- 
dled by  the  House  of  Delegates.  They  are  too 
lengthy  to  go  into  in  a report  of  this  type;  the 
interested  reader  is  referred  to  the  August  1-8, 
1980,  issue  of  the  American  Medical  News. 

Roger  B.  Thomas,  Jr.,  M.D. 

Dr.  Thomas  was  a delegate  to  the  1980  AMA  House  of  Dele- 
gates annual  meeting  in  Chicago 

Newly  adopted  Medical  Ethics: 

1.  A physician  shall  be  dedicated  to  providing 
competent  medical  service  with  compassion 
and  respect  for  human  dignity. 

2.  A physician  shall  deal  honestly  with  patients 
and  colleagues,  and  strive  to  expose  those 
physicians  deficient  in  character  or  compe- 
tence, or  who  engage  in  fraud  or  deception. 

3.  A physician  shall  respect  the  law  and  also 
recognize  a responsibility  to  seek  changes 
in  those  requirements  which  are  contrary 
to  the  best  interests  of  the  patient. 

4.  A physician  shall  respect  the  rights  of  pa- 
tients, of  colleagues,  and  of  other  health 
professionals,  and  shall  safeguard  patient 
confidences  within  the  constraints  of  the 
law. 

5.  A physician  shall  continue  to  study,  apply 
and  advance  scientific  knowledge,  make 
relevant  information  available  to  patients, 
colleagues,  and  the  public,  obtain  consulta- 
tion, and  use  the  talents  of  other  health 
professionals  when  indicated. 

6.  A physician  shall,  in  the  provision  of  ap- 
propriate patient  care,  except  in  emergen- 
cies, be  free  to  choose  whom  to  serve,  with 
whom  to  associate,  and  the  environment  in 
which  to  provide  services. 

7.  A physician  shall  recognize  a responsibility 
to  participate  in  activities  contributing  to 
an  improved  community. 
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etterd  to  the  Editor 

To  the  Editor: 

RE:  The  Genesis  of  Cancer 

My  theory  of  the  genesis  of  cancer,  described 
in  this  Journal  in  September  1978  and  March 
1980,  pointed  to  “defective  insulation  against  heat 
loss  as  the  cause  of  unusual  and  dangerous  in- 
creased frequency  of  mitosis  and  cell  division.”1,2 


For  cancer  research,  therefore,  we  have 

(a)  a simple  theory  of  the  initiation  of  the 
cell-population  explosion  which  may  end 
in  “cancer.”  This  theory  is  the  simplest 
conceivable.  It  does  not  involve  mysteri- 
ous change  in  cell  genetics. 

(b)  a suggested  specific  change  in  an  identifi- 
able component  of  connective  tissue. 

(c)  an  established  method  of  study,  viz.  im- 
munofluorescence. 


The  theory  presupposed  the  existence  of  a com- 
plex, probably  a polysaccharide,  which  covered 
cells  and  groups  of  cells  of  the  same  type  and 
afforded  a fine  control  of  intra-  and  inter-cell 
temperature. 

The  July  1980  issue  of  JAMA  contains  reports 
of  the  existence  of  such  a complex — the  cell-sur- 
face fibronectin,  “which  is  frequently  absent  from 
malignant  cells  and  the  addition  of  exogenous 
fibronectin  to  malignant  cells  can  cause  them  to 
revert  temporarily  from  their  transformed  morph- 
ology to  a normal  morphology.”3,4 

The  existence  and  extent  of  coverage  by  the 
cell-surface  fibronectin  can  be  shown  by  immuno- 
fluorescence. 


(d)  ample  material  for  study — laboratory  ani- 
mals prone  to  cancer  development  and 
human  tissues  obtained  by  surgery. 

It  remains  for  those  who  comprise  the  “estab- 
lishment,” who  have  for  years  pre-empted  the 
field  of  cancer  research,  to  lay  aside  their  disdain 
of  ideas  presented  by  others  than  their  own  ilk, 
and  actively  renew  the  search  for  the  cause,  pre- 
vention and  rational  treatment  of  cancer.  They 
have  command  of  funds,  equipment  and  material 
provided  to  them  for  this  purpose. 

John  H.  Foulger,  M.D.,  Ph.D.,  F.A.C.P. 
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A MATTER  OF  LIFE 


by  Frank  M.  Levy 

It  will  not  come  as  news  when  I say  we  live  in  a very  weight-conscious 
society.  Many  of  us  have  fought  . . . will  continue  to  fight  the  battle 
of  the  bulge.  And  some  of  us,  alas,  will  lose. 

I have  a friend  whose  wife  is  engaged  in  that  grim  struggle  . . . and 
who  is  being  roundly  defeated.  Fortunately,  my  friend  doesn’t  seem  to 
mind.  He  says,  consolingly:  “Who  cares  if  you’re  plump.  You’re  still 
the  best  wife  a man  ever  had.”  She  says,  tearfully:  “Ah,  but  I’ve 
become  too  much  of  a good  thing.” 

Which  just  happens  to  be  a neat  lead-in  to  my  text  f r the  day.  Most 
assuredly,  life  insurance  is  a good  thing.  Can  one  ever  be  over- insured? 
The  answer — you  may  be  surprised  to  hear  me  say — is  yes. 

Your  premium  expenditures  can  be  out  of  whack  with  your  income. 

A more  common  variation  of  this  is  getting  too  little  coverage  for  the  money  you’re  shelling  out.  The 
reasons  are  usually  rooted  in  what  we  call  hit-or-miss-buying.  A policy  here,  a policy  there  ...  no 
planning.  Or  very  casual  planning. 

And  yet  an  insurance  program  should  be  a precisely  designed  thing.  An  individual  thing.  Your 
goals.  Your  objectives.  At  Provident  Mutual,  we  call  this  Personal  Planning.  A very  simple  name  for 
a very  important  function  because  it  can  make  your  dollars  work  a lot  harder.  Let’s  talk  about  this. 
My  address  is  203  Bellevue  Building,  100  Chapman  Road,  Newark,  Delaware  19702  or  call  (302)  731- 
7350. 
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A.  EDENRIDGE 


North 


B.  HORSESHOE  HILL  in  Hockessin 


A.  Get  away  from  it  all  without  ever  leaving  town! 
"Urban"  conveniences  in  a prestigious,  private, 
suburban  setting.  This  magnificent  Georgian 
Colonial  is  impressive.  The  foyer  has  a 20’  ceiling 
and  a circular  staircase,  4 bedrooms,  2 V2  baths, 

2 fireplaces,  a spectacular  kitchen,  “Mountain 
Lake"  design  Anthony  pool.  Luxurious 
appointments  throughout  to  please  the  most 
discriminating  tastes.  $217,000.  For  additional 
information,  call  239-2343. 

B.  A spacious,  rambling  hillside  ranch  in  an 
incredibly  beautiful  setting.  On  10  acres  with  an 
abundance  of  mature  trees  and  flowering  plants, 
this  idyllic  paradise  has  a private  community 
swimming/fishing  pond  and  tennis  courts. 

4 bedrooms,  2 V2  baths,  2 fireplaces,  greenhouse, 
screened  porch,  flagstone  terrace.  Live  life  here 
on  your  own  terms!  $178,500  and  owner  financing 
possible.  Call  239-2343  for  more  information. 

C.  This  notable  estate  is  truly  unique!  The  main 
house,  eclectic,  exciting  and  exceptionally  tasteful, 
has  4 bedrooms,  2 V2  baths,  lots  of  fireplaces,  a 
farm  style  kitchen  with  a cookstove,  too, 
greenhouse,  Jacuzzi  and  suana.  In  addition,  there's 
a handsome  carriage  house  that’s  insulated  and 
heated  and  has  a lot  of  possibilities.  On  approx. 

4 acres  with  formal  gardens  and  swimming  pool. 

In  a private  but  accessible  location.  $335,000. 

For  further  details  call  654-4471 . 


C.  GREENWOOD  FARMS  on  Kennett  Pike 


B.  Gary  Scott 

, REALTORS 


One  Company  . . .with  seven  locations 
Serving  Delaware,  Pennsylvania  and  Maryland. 


Wilmington  654-4471  • Brandywine  475-2240  • Newark  368-1621 
Pike  Creek  738-3823  • Hockessin  239-2343  • Dover  674-5540  • Commercial  571-9500 
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1 to  Relating  to  Workers'  Compensation,  No  position  Roll  call  tabled  6/17/80  in  the  Senate 

582  Providing  for  the  "Workers ' Compensation  Act 

of  1980"  and  Further  Providing  for  an 
Appropriation  for  the  Implementation  of 
That  Act 
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TARE THE 
/ETNA 


CHECK  THE  FEATURES 
OF  YOUR  PRESENT 
PROFESSIONAL 
LIABILITY  PLAN 
AGAINST  THESE: 

□ Major  Liability  plus  Property 
Coverages. 

□ Many  optional  coverages 
give  you  a “made- to- order” 
program. 

□ No  Partnership/Corporation 
or  Employed  Physician  sur- 
charges. 

□ A Dividend  Program  which 
may  reduce  your  insurance  costs*. 

□ A Loss  Control  and  Education 
Program. 

□ 24  -hour  claim  service  here  in  your 
state. 

□ Personal  service  from  your  local 
Abtna  agent. 

□ Monthly  or  quarterly  payments  as  you  prefer 


j gram  for  Delaware  Physicians.  Without  j 
I obligation,  I’d  like  to  know  more  about 
I this  Program. 


Name  or  Group 


Address 


City State  ! Zip  

' My  present  insurance  expires  on 

\ Return  to:  CID  Manager 

/Etna  Life  & Casualty 
Suburban  Station  Building 
18th  Floor 

1617  John  F.  Kennedy  Blvd. 
L____  Philadelphia,  PA  19103 


/Etna  provides  every  feature  listed.  Plus 
the  assurance  of  knowing  your  policy  is 
backed  by  ./Etna's  resources  and  depend- 
ability. If  you  couldn’t  check  every  box,  you 
may  not  be  getting  as  much  as  you  should 
out  of  your  premium  dollar.  Now  that 
you’ve  taken  the  /Etna  TOTAL  check-up, 
maybe  you’ll  want  to  examine  the  coupon. 
Return  it  and  see  if  Aetna’s  TOTAL  Pro- 
gram isn’t  an  improvement  over  your  pres- 
ent coverage. 

‘Dividends  cannot  be  guaranteed  prior  to  being 
declared  by  ./Etna’s  Board  of  Directors. 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut 


LIFE  & CASUALTY 


-Qditorial't) 

SIMPLER  THAN  H.M.O. 

Recently  in  places  across  the  country  Blue 
Cross-Blue  Shield  and/or  private  insurance  car- 
riers have  cooperated  with  industry  in  offering 
the  employees  and  their  families  variations  of  the 
innovative  “Stay  Well  Health  Insurance  Plan.” 

In  a typioal  example,  the  employer  will  deposit 
$500  in  each  employee’s  name.  Through  the 
following  twelve  months,  the  employee  draws 
against  this  for  all  previously  agreed  upon  covered 
medical  expenses  for  self  and  family.  Any  such 
expenses  beyond  $500  are  covered  by  an  insur- 
ance contract  for  which  premiums  are  paid  by 
the  employer;  these  premiums  are  very  low  be- 
cause of  the  $500  deductible. 

Any  part  of  the  $500  left  unused  at  the  end 
of  the  year  is  given  to  the  employee,  and  the  em- 
ployer re-deposits  $500  in  the  employee’s  name. 
This  plan  gives  the  employee  direct  financial  in- 
centive to  purchase  his  medical  care  prudently. 

I suggest  some  natural  extensions  of  this  idea. 

The  employer  could  give  each  employee  the 
choice  of  accepting  the  unused  health  money  each 
year  directly,  or  having  it  added  to  his  personal 
retirement  fund,  tax  deferred. 

The  plan  could  be  extended  to  the  self-em- 
ployed and  to  the  Medicare  population  by  having 
the  federal  government  agree  to  give  each  such 
family  a health  fund  deductible  of  $500  (for  ex- 
ample), against  income  taxes  payable  for  the 
year.  Any  family  which  did  not  spend  all  the 
$500  on  health  care  would  have  the  balance  left 
as  spendable  income.  To  qualify,  the  taxpayer 
would  have  to  purchase  at  his  own  expense  from 
Blue  Cross-Blue  Shield  or  private  carriers  an  ap- 
proved type  of  health  insurance  policy.  For  those 
with  marginal  income,  a sliding  scale  could  be 
devised  with  the  federal  government  paying  part 
of  the  premiums  for  some. 

The  same  plan  could  be  extended  to  the  indi- 
gent who  cannot  pay  income  taxes  or  insurance 
premiums  by  having  the  federal  government  give 
each  family  a $500  yearly  health  expense  credit. 
Any  part  of  this  unused  at  the  end  of  the  year 
would  be  given  to  the  family.  Expenses  over 


$500  per  year  would  be  covered  by  insurance 
whose  premiums  would  be  paid  by  the  federal 
government. 

This  plan  would  eliminate  the  need  for  Medi- 
care or  Medicaid.  Each  family  would  be  in  con- 
trol of  selecting  its  own  medical  care. 

This  would  preserve  the  physician -patient  re- 
lationship with  complete  freedom  of  choice  for 
each;  would  minimize  governmental  and  third 
party  interference;  would  preserve  the  role  of  free 
market  forces;  and  would  give  complete  control 
of  utilization  to  patients,  where  such  control  be- 
longs. 

David  Platt,  M.D. 


% % S& 

A DEPARTED  COLLEAGUE- 
DR.  FRANZ  INGELFINGER 


Dr.  Franz  Ingelfinger,  emeritus  editor  of  The 
New  England  Journal  of  Medicine,  died  recently. 
It  was  under  his  editorial  aegis  that  The  New  Eng- 
land Journal  of  Medicine  achieved  its  nationally 
respected  stature  because  of  its  steady  excellence. 

Dr.  Ingelfinger  was  never  too  busy  to  engage 
in  thoughtful  correspondence  with  readers  like 
myself  who  wished  to  debate  a point.  He  was 
also  friendly;  when  an  article  of  mine  was  pub- 
lished which  included  a photograph  of  me,  he 
wrote  to  say  that  it  was  nice  after  our  many  years 
of  correspondence  to  see  what  I looked  like. 

In  the  April  10th  issue  of  The  New  England 
Journal  of  Medicine,  Dr.  Arnold  Reiman,  the 
present  editor  of  The  New  England  Journal  of 
Medicine,  in  admirable  salute  to  his  predecessor, 
described  Dr.  Ingelfinger  as  indomitable,  breath- 
takingly  honest,  independent  of  thought,  and  a 
meticulous  scholar.1 

Dr.  Ingelfinger  will  be  long  remembered  and 
missed  by  many. 

B.Z.P. 

1.  N Engl  J Med  302:859,  1980. 


% % % 


FREEDOM  OF  CHOICE 

The  recent  ruling  of  the  Supreme  Court  cutting 
off  Medicaid  funds  for  abortions  presents  many 
problems.  Sadly,  Delaware  has  placed  itself  in  a 
restrictive  posture  by  legislating  that  state  funds 
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AIRPORT  SHUTTLE  SERVICE,  inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 


PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
Your  Home-Office-Hotel-Motor  Lodge  . . . 

FOR  RESERVATIONS  OR  INFORMATION 

(302)  655-8878 


can  only  be  used  for  Medicaid  programs  where 
matching  federal  funds  are  available.  It  there- 
fore becomes  more  and  more  important  to  turn 
to  the  private  sector  for  help  in  this  sphere. 

There  is  not  the  need  in  this  space  to  enumer- 
ate yet  again  the  pros  and  cons  of  abortion.  But 
there  is  a need  to  underscore  the  free  will  inherent 
in  the  responsible  behavior  of  any  individual,  and 
the  freedom  of  choice  which  that  implies.  As  in 
any  area  of  medicine,  it  is  the  responsibility  of 
physicians  to  advise  their  patients  regarding  all 
reasonable  options  regardless  of  personal  bias. 

Planned  Parenthood  of  Delaware  continues  to 
serve  an  important  role  in  providing  contracep- 
tive advice  and  counseling.  Its  professional  staff 
consists  of  local  physicians  who  are  sensitive  to 
the  needs  and  problems  of  the  men  and  women 
they  serve.  In  addition  to  its  locations  in  Newark 
and  Wilmington,  a branch  of  Planned  Parenthood 
has  recently  been  opened  on  the  Concord  Pike. 
These  are  valuable  local  resources  which  should 
not  be  overlooked. 

S.H.F. 


UNIFORMS.  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan,  Tiffiny,  Whittenton,  Barco,  etc . 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 


1140  BALTIMORE  PIKE 
Springfield,  Pa.  19064 
(215)  Kl  3-4002 


TRI-STATE  MALL  (Lower  Level 
Claymont,  Delaware  19703 
(302)  798-5387 
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Steven  H.  Berkowitz,  D.O.,  graduated  from  the  Philadelphia  College  of 
Osteopathic  Medicine  in  1975.  He  served  his  internship  and  residency 
at  the  Cherry  Hill  Medical  Center  in  Cherry  Hill,  New  Jersey.  He 
specializes  in  anesthesia  and  practices  at  the  Riverside  Hospital  in  Wil- 
mington. He  previously  had  practiced  in  Cherry  Hill.  He  belongs  to 
the  Southern  New  Jersey  PSRO  and  the  American  Osteopathic  College 
of  Anesthesiologists.  He  and  his  wife  have  one  daughter  and  live  in 
Cherry  Hill. 


William  P.  Bunnell,  M.D.,  graduated  from  the  Temple  University  School 
of  Medicine  in  1968.  He  served  his  internship  at  the  Temple  University 
Hospital  and  his  general  residency  at  the  United  States  Public  Health 
Service  Hospital.  He  served  his  orthopaedic  residency  at  the  Upstate 
Medical  Center  in  Syracuse.  His  specialty  is  pediatric  orthopaedic 
surgery  and  he  is  board  certified  by  the  American  Board  of  Orthopaedic 
Surgery.  He  previously  practiced  in  Syracuse,  and  he  now  practices  at 
the  A.  I.  duPont  Institute.  He  is  a member  of  the  Scoliosis  Research 
Society,  the  American  Academy  of  Orthopaedic  Surgeons,  the  Ameri- 
can Academy  of  Pediatrics,  and  the  American  College  of  Surgeons.  He 
and  his  wife  have  two  children  and  live  in  Wilmington. 


Virginia  Brodhead  Clemmer,  M.D.,  graduated  from  the  Jefferson  Medi- 
cal College  in  1971.  She  served  her  internship  at  the  Hospital  of  the 
University  of  Pennsylvania  and  Bryn  Mawr  Hospital  and  her  residency 
at  the  Thomas  Jefferson  University  Hospital.  Her  specialty  is  general 
surgery  and  she  is  board  certified.  She  practices  in  Wilmington  and 
previously  practiced  at  the  Veterans  Administration  Hospital  in  Elsmere. 
She  and  her  husband,  Richard  I.  Clemmer,  Jr.,  M.D.,  have  two  children 
and  live  in  Wilmington. 


Donald  F.  Coburn,  M.D.,  a native  of  Kansas  City,  Kansas,  graduated 
from  the  Washington  University  School  of  Medicine  in  St.  Louis, 
Missouri,  in  1930.  He  served  his  internship  at  the  Montreal  General 
Hospital,  the  Boston  City  Hospital,  and  the  Montreal  Neurological 
Institute  and  his  residency  at  the  Boston  City  Hospital.  He  also  was 
a Fellow  in  neuropathology  at  the  Montreal  Neurological  Institute.  He 
is  board  certified  in  neurological  surgery  and  has  an  office  in  Wilmington. 
He  and  his  wife  live  in  Wilmington. 
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Kamal  Naguir  Ibrahim,  M.D.,  a native  of  Cairo,  Egypt,  is  a 1971  grau- 
ate  of  the  Faculty  of  Medicine,  Cairo  University.  He  served  his  intern- 
ship at  the  Reddy  Memorial  Hospital,  McGill  University.  He  served  his 
residency  in  surgery  at  McGill  University;  in  orthopaedics,  at  McMaster 
University  in  Hamilton,  Ontario;  and  in  pediatric  orthopaedics,  at  the 
Hospital  for  Sick  Children  in  Toronto.  His  specialty  is  orthopaedics 
and  he  practices  at  the  A.  I.  duPont  Institute.  Dr.  Ibrahim  is  a member 
of  the  Royal  College  of  Physicians  and  Surgeons  of  Canada.  He  lives 
in  Wilmington. 


Ahmed  C.  K.  Kutty,  M.D.,  a native  of  Calicut,  India,  graduated 
from  the  Stanley  Medical  College,  Madras  University,  India,  in  1962. 
He  served  his  internship  at  St.  Luke’s  and  Children’s  Medical  Center  in 
Philadelphia.  He  served  residencies  at  the  Metropolitan  General  Hospital 
in  Cleveland,  the  University  of  Missouri  at  Columbia,  and  the  University 
of  Pennsylvania.  His  specialty  is  cardiology.  He  is  certified  in  internal 
medicine  and  his  subspecialty,  cardiovascular  disease.  He  practices  in 
Wilmington,  and  previously  was  an  attending  physician  at  the  Graduate 
Hospital  of  the  University  of  Pennsylvania.  He  is  a Fellow  of  the 
American  College  of  Cardiology,  the  Royal  College  of  Physicians  of 
Canada,  and  the  American  Heart  Association  Council  on  Clinical 
Cardiology.  He  and  his  wife  live  in  Swarthmore  with  their  three  children. 
He  enjoys  literature,  travel,  history,  and  philosophy. 


James  H.  Newman,  M.D.,  graduated  from  the  Cornell  University  Medi- 
cal College  in  1975.  He  practices  in  Wilmington.  He  served  his  intern- 
ship and  residency  at  the  Hospital  of  the  University  of  Pennsylvania. 
His  specialty  is  rheumatology  and  he  is  board  certified.  He  and  his 
wife  live  in  Wilmington. 


Gordon  J.  Ostrum,  Jr.,  M.D.,  graduated  from  the  Jefferson  Medical 
College  in  1976.  He  served  his  internship  and  residency  at  the  Wilming- 
ton Medical  Center.  His  specialty  is  obstetrics/gynecology  and  he  is 
board  eligible.  He  is  a member  of  the  Delaware  Obstetrical  Society. 
He  lives  in  Woodstown,  New  Jersey,  and  practices  in  Wilmington.  He 
and  his  wife  have  three  sons  and  one  daughter.  Dr.  Ostrum  enjoys 
sports,  raising  cattle,  and  announcing  at  the  Cowtown  Rodeo  in  New 
Jersey. 
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Ehsanur  Rahman,  M.D.,  graduated  from  the  Dacca  Medical  College  in 
Bangladesh  in  1972.  He  served  his  internship  and  residency  in  internal 
medicine  at  the  St.  Joseph  Mercy  Hospital  in  Pontiac,  Michigan.  He 
also  served  a residency  in  cardiology  at  the  Mount  Sinai  Medical  Center 
in  Miami  Beach.  His  specialties  are  internal  medicine  and  cardiology, 
and  he  is  board  certified  in  both.  He  practices  in  Newark  and  previously 
was  the  staff  cardiologist  at  the  Veterans  Administration  Hospital  in 
Wilmington.  He  is  a Fellow  of  the  American  College  of  Cardiology. 
He  and  his  wife,  Anisa,  and  son,  Ebaad,  live  in  Wilmington.  Dr.  Rah- 
man enjoys  sports  and  non-fiction. 


William  L.  Sprout,  M.D.,  graduated  from  the  Harvard  Medical  School 
in  1949.  He  served  his  internship  at  the  Philadelphia  General  Hospital. 
His  specialty  is  occupational  medicine  and  he  works  in  the  Medical 
Division  of  the  DuPont  Company  in  Wilmington.  He  has  practiced  in 
Salem,  New  Jersey.  He  is  a member  of  the  American  Occupational 
Medical  Association.  He  and  his  wife  and  daughter  live  in  Newark. 


Orlando  P.  Tedesco,  M.D.,  graduated  from  the  Jefferson  Medical  Col- 
lege in  1953.  He  practices  occupational  medicine  at  the  DuPont  Com- 
pany in  Newark.  He  served  his  internship  and  residency  at  Misericordia 
Hospital  in  Philadelphia.  He  previously  practiced  in  Upper  Darby, 
Pennsylvania.  Dr.  Tedesco  belongs  to  the  American  Society  on  Alco- 
holism, the  Phi  Beta  Phi  medical  fraternity,  and  the  American  Public 
Health  Association.  He  and  his  wife  and  their  seven  children  live  in 
Media.  His  hobby  is  photography. 


Bruce  C.  Turner,  M.D.,  graduated  from  the  Jefferson  Medical  College 
in  1975.  He  served  his  internship  and  residency  in  internal  medicine 
at  the  Wilmington  Medical  Center.  He  practices  in  Wilmington.  He 
and  his  wife  have  one  son,  and  they  live  in  Wilmington.  His  interests 
include  sailing. 
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A properly  designed,  built  and  managed 
Medical/Dental  Office  Building  is  a Blue 
Chip  Investment  which  rivals  gold. 


Regardless  of  the  organization  of  your  prac- 
tice— private  or  group,  partnership  or  cor- 
poration— the  benefits  of  building  your  own 
office  are  many-fold.  Economic  and 
working-condition  advantages  can  be  max- 
imized when  the  total  Medical/Dental  Office 
Building  package  is  put  together  properly. 
And,  because  of  your  income  and  tax  situa- 
tion, you  can  benefit  particularly  in  relation 
to  equity  and  depreciation  allowances 
available  to  you.  Danladi  Development 
Corporation’s  unique  Design/Build  Concept 
cashes  in  on  the  golden  opportunity  of  in- 
vesting in  your  own  Medical/Dental  Office 
Building. 

Money  is  tight,  interest  rates  are  high;  but  if 
you  know  the  proper  channels  most  projects 
can  be  financed  at  well  below  normal  in- 
terest rates.  Yqu  might  be  surprised  how 
little  it  costs. 

\ _ 

Traditional  building  methods  take  too  much 
of  the  medical  practice's  time  and  money. 
Zoning;  site  surveys*  hire  architects;  site 
studies;  space  planning;  preliminary  plans; 
leasing  and  management;  financing;  final 
plans;  and  then  you  are  only  ready  to 
the  bidding  and  eventual  cb 
cess.  It  takes  too  long, 
today's  changing 
in  interest 


The  Design/Build  Concept  used  by  the 
Danladi  Development  Corporation 
minimizes  the  time  doctors  must  lose  from 
their  practice  and  maximizes  time-saving 
construction  techniques.  This  is  only  pos- 
sible when  architectural,  engineering,  and 
building  responsibilities  are  combined. 

Historically  no  investment  is  as  stable  as 
real  estate.  Real  Estate  provides  utility,  tax 
benefits,  and  long  term  growth  potential.  Let 
us  show  you  how  we  can  use  our  expertise 
and  experience  to  make  the  Danladi 
Design/Build  Concept  work  for  you, 


Call  us  or  mail  this  coupon  today. 


To:  Danladi  Development  Corporation 
Suite  1015,  3701  N.  Broad  Street 
Philadelphia,  PA  19140 

CH  Please  contact  me  with  more 
information  on  building  my  own 
office  now. 


NAME 


SUITE 

3"7CD1  N.  BROAD 
PHILADELPHIA  PA. 

215-223- 


ADDRESS 
CITY 


STATE 


PHONE. 


ZIP. 
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The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others.  Phy- 
sicians interested  in  contributing  book  reviews  are  invited  to  call  the  Journal, 
658-3957. 


1979  YEAR  BOOK  OF  MEDICINE  edited  by  David 
E.  Rogers,  M.D.,  Roger  M.  Des  Prez,  M.D.,  Martin  J. 
Cline,  M.D.,  et  al,  Year  Book  Medical  Publishers, 
Chicago,  1979.  639  pp.  Illus.  Price  $25.95. 

At  one  time,  it  was  possible  for  a physician  to 
understand  almost  all  aspects  of  medicine.  In 
the  last  several  decades,  it  has  still  been  possible 
for  an  internist  to  be  reasonably  well  versed  in 
all  the  developments  in  the  subspecialties  of  in- 
ternal medicine.  With  the  explosion  of  medical 
technology  and  -the  proliferation  of  subspecialty 
journals,  it  has  become  impossible  for  the  general 
internist  to  keep  up  with  the  rapid  developments 
in  both  clinical  and  investigative  medicine  in  the 
various  subspecialty  areas.  In  fact,  it  is  becom- 
ing very  difficult  for  subspecialists  to  keep  up  with 
all  the  developments  in  their  areas  of  expertise. 
Because  of  this  problem,  several  annual  review 
and  year  books  for  the  specialties  of  medicine 
have  evolved  in  the  last  ten  years.  These  reviews 
generally  either  try  to  present  summations  of 
topics  or  select  the  most  important  articles  which 
have  been  published  in  the  last  year. 

For  the  compulsive  doctor  who  yearns  to  be 
able  to  span  the  broad  range  of  medicine,  these 
have  represented  a way  of  keeping  up.  The  Year 
Book  of  Medicine  has  always  been  useful  for  ac- 
complishing this  sort  of  updating.  The  editors, 
each  of  whom  covers  a different  subspecialty  of 
medicine,  select  the  relevant  articles  from  the  pre- 
ceding year  and  offer  a few  terse  comments  about 
the  importance  of  these  articles.  The  book  might 
be  more  useful  if  the  editors  started  off  each  sec- 
tion with  a few  pages  discussing  what  they  thought 
the  most  important  developments  in  their  subject 
areas  were,  but  this  is  not  done.  I am  sorry  to 
report  that  the  Year  Book  of  Medicine,  although 
keeping  up  to  its  previous  high  standards  in  terms 
of  the  articles  and  organization,  has  now  exploded 


to  over  600  pages  and  costs  as  much  as  a textbook 
of  medicine  used  to  cost. 

Although  I have  labored  mightily  to  read  this 
book,  I fear  it  would  take  me  the  rest  of  1980  to 
finish  it.  It  really  is  a nice  summary,  but  I am 
afraid  the  battle  is  lost.  It  is  no  longer  possible 
for  the  general  internist  to  be  in  the  forefront  of 
the  developments  in  all  of  the  subspecialty  areas  of 
internal  medicine.  One  must  be  content  with  the 
fact  that  the  important  changes  in  medicine  will 
always  filter  down  to  the  practitioners  eventually, 
and  that  the  nonessential  academia  will  remain 
obscure. 

William  L.  Jaffee,  M.D. 


% as  % 


COLOR  ATLAS  OF  OPHTHALMOLOGY  by  Arthur 
Lim  Siew  Ming  and  Ian  J.  Constable,  Hougton  Mif- 
flin Professional  Publishers,  Boston,  1979.  151  pp. 
Illus.  Price  $14.00. 

The  Atlas  is  actually  a short  concise  text  with 
representative  pictures  of  every  subject.  At  first 
glance  it  is  obviously  intended  for  the  physician 
doing  general  practice,  who  needs  a reference  that 
is  organized  for  quick  use.  The  entire  text  needs 
only  about  two  hours  to  read.  Each  chapter  con- 
sists of  a short  description  of  each  malady,  includ- 
ing symptoms,  signs,  and  treatment,  followed  by 
color  photographs  of  the  same. 

Chapters  on  background  material  include  the 
exam  of  the  normal  eye,  refractive  error,  and 
neuro-ophthalmology.  There  is  also  a short  chap- 
ter on  ophthalmic  drugs  and  prescribing  informa- 
tion, which  to  my  eyes  is  strictly  for  the  general 
practitioner.  Of  special  help  is  the  first  quarter 
of  the  book,  which  covers  the  conjunctiva,  cornea, 
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and  iris  in  a simple  way.  Throughout  the  book, 
the  “detailed”  text  stops  where  the  ophthalmol- 
ogist begins.  There  also  is  a chapter  on  eye  mani- 
festations of  systemic  diseases. 

As  the  appearance  of  recognized  diseases 
doesn’t  change,  the  Atlas  will  out-survive  other 
books  on  your  shelf,  for  a reasonable  price.  The 
book  concentrates  on  illnesses  that  the  general 
practitioner  will  see  and  treat,  and  ties  ocular  and 
systemic  symptoms  to  the  visual  system.  An  ex- 
cellent investment. 

Bruce  C.  Turner,  M.D. 


PLASTIC  SURGERY,  Third  Edition,  edited  by  William 
C.  Grabb,  M.D.,  and  James  W.  Smith,  M.D.,  Little 
Brown  and  Company,  Boston,  1979.  951  pp.  Ulus. 
Price  $35.00. 

The  evolution  of  plastic  and  reconstructive 
surgery  into  a broad  specialty  through  the  years 
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Deceptively  simple  . . . 
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Tenuate®© 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan* 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  aweight 
reduction  program.  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  reguires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  reguirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  atone  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Tnerefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema,  Endocrine: 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning,  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine1"’)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inouiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U.S.A. 

Licensor  of  Merrell1" 

References:  1 . Citations  available  on  request  from  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES,  Cincinnati, 
Ohio  45215.  2.  Hoekenga,  M.T.,  O'Dillon  [Dillon ).  R.H.,  and  Leyland, 
H.M.:  A comprehensive  review  of  diethylpropion  hydrochloride.  In, 
Central  Mechanisms  of  Anorectic  Drugs,  S.  Garattini  and  R.  Samanin, 
Ed.,  New  York,  Raven  Press,  1978,  pp.  391-404. 
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is  reflected  in  the  multitude  of  related  books  and 
journals  “pouring  out”  in  recent  years.  The  book 
edited  by  William  C.  Grabb  and  James  W.  Smith 
in  its  third  edition  has  kept  its  concise  format, 
making  it  objectively  descriptive  yet  not  very  in- 
complete. The  book  contains  eight  sections  with 
a total  of  56  chapters.  This  new  edition  has  added 
several  chapters  on  Craniofacial  Surgery,  Second- 
ary Rhinoplasty,  Malignant  Melanoma,  Clinical 
Microvascular  Surgery  and  Free  Tissue  Transfers, 
Management  of  Benign  and  Premalignant  Disease 
of  the  Female  Breast,  and  Reconstruction  of  the 
Breast  after  Mastectomy.  In  addition,  more  than 
half  of  the  authors  are  new  collaborators  updating 
concepts  in  the  book. 

Because  of  its  structural  organization,  ease  of 
understanding,  concise  coverage  of  the  subjects, 
and  low  cost,  Plastic  Surgery  is  recommended  as 
a reference  book  in  any  physician’s  library  and 


as  a teaching  manual  for  residents  in  plastic  and 
general  surgery,  medical  students,  and  nurses. 

Karim  Eid,  M.D. 


MS  £ % 


1978  YEAR  BOOK  OF  DERMATOLOGY  edited  by 
Frederick  D.  Malkinson,  M.D.,  and  Roger  W.  Pear- 
son, M.D.,  Year  Book  Medical  Publishers,  Chicago, 
1978.  383  pp.  Illus.  Price  $24.25. 

I doubt  that  anyone  reads  every  item  in  a book 
such  as  this.  This  book  is  a synopsis  of  what 
is  termed  “the  pertinent  literature  in  this  specialty 
for  the  preceding  year.”  It  therefore  contains 
summaries  of  many  articles,  several  of  which  are 
readable  for  the  average  physician,  many  of 
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which  are  interesting,  and  a large  number  of  which 
are  esoteric.  The  great  value  of  such  a publica- 
tion is  that  scanning  can  provide  ready  access  to 
much  useful  information  that  is  usually  not  avail- 
able to  the  average  physician  through  the  journals 
to  which  he  subscribes. 

This  annual  publication  is  divided  into  cate- 
gories which  identify  those  articles  dealing  with 
basic  science  applicable  to  the  specialty  with  spe- 
cifically designated  sections  devoted  to  clinical 
entities.  This  division  is  useful  for  the  selection 
of  materials. 

The  editors  have  obviously  read  each  of  the 
reviews  since  they  summarize  their  own  reactions 
to  these  papers  with  useful  comments  that  quite 
often  place  an  article  in  its  proper  perspective. 
Many  of  their  comments  are  critical,  but  useful. 
In  recent  years,  two  new  features  have  been  added 
to  the  Year  Book  of  Dermatology.  The  first  is 
a current  literature  quiz  which  is  quite  practical 
and  clinically  oriented.  It  is  based  upon  the 
reading  material  within  this  book.  The  second 
is  qJull  length  review  article  with  several  hundred 
references,  the  current  one  being  on  connective 
tissue  diseases  by  Denny  Tuffanelli. 

Several  important  works  with  current  applica- 
tion that  are  reviewed  include  a timely  review  of 
the  evils  of  hexachlorophene  absorption,  the 
effects  of  oral  zinc  in  acne,  and  more  details  con- 
cerning possible  neurotoxicity  of  gamma  benzene 
hexachloride  in  the  treatment  of  scabies. 

It  is  strongly  suggested  that  every  dermatologist 
subscribe  to  this  series  on  an  annual  basis.  The 
non-dermatologist  with  an  interest  in  the  specialty 
can  spend  one  hour  in  the  library  annually  to 
review  clinically  important  material  and  need  not 
purchase  this  book. 

Richard  H.  Bonder,  M.D. 

& K 

EXERCISE.  The  Why  and  the  How  by  Paul  Vodak, 

Bull  Publishing  Company,  Palo  Alto,  California, 
1980.  77  pp.  Ulus.  Price  $3.95.  Paperback. 

Exercise  is  a manual  for  the  adult  beginning 
a conditioning  program.  The  author  discusses 
the  philosophy  and  benefits  of  exercise  and  the 


possible  need  for  medical  evaluation  before  and 
during  conditioning.  He  provides  charts  and 
illustrations  along  with  advice  on  how  to  adapt 
exercise  programs  to  specific  sports.  Exercise 
activities  are  discussed  in  terms  of  maximum 
heart  rate,  and  certain  aerobic  sports  are  rated 
in  caloric  cost. 

This  guide  is  well-written  and  concise.  It  should 
satisfy  most  people  who  ask  for  such  a brief  over- 
view and  would  be  well  recommended  to  most 
adults  initiating  an  exercise  program. 

John  E.  Hocutt,  Jr.,  M.D. 

vz  % % 

UROLOGY  IN  PRACTICE  edited  by  Charles  J.  De- 
vine,  Jr.,  M.D.,  and  John  F.  Stecker,  Jr.,  M.D.,  Little 
Brown  and  Company,  Boston,  1978.  998  pp.  Illus. 
Price  $48.50. 

This  book  was  written  to  present  sound  princi- 
ples and  theory  in  the  ever-broadening  field  of 
urology. 

The  often  overlooked  practical  aspects  are  in- 
cluded in  this  well  written  and  edited  textbook. 
By  adhering  to  these  criteria  and  directing  its 
emphasis  to  the  urology  resident,  Devine  and 
Stecker  have  succeeded  in  forming  a worthwhile 
text  for  a surgical  library. 

The  material  is  as  up-to-date  as  possible,  and 
each  chapter  is  supplemented  with  a very  gen- 
erous reference  list.  There  is  a pleasant  balance 
between  text  and  illustrations  that  make  this  book 
attain  the  most  important  criterion-readability. 

Several  chapters  seemed  rather  brief  consider- 
ing the  many  aspects  of  their  topics.  For  example, 
the  chapter  on  septic  shock,  a most  important  and 
serious  complication,  discussed  only  in  general 
terms  the  antibiotic  coverage  required  for  various 
organisms  and  procedures.  Shortcomings  such 
as  this,  though  present  in  other  chapters  as  well, 
can  be  easily  corrected  by  reading  from  the  ex- 
tensive reference  lists. 

This  text  does  not  wish  to  compete  with  Camp- 
bell’s three  volume  comprehensive  text,  and  so 
states  in  the  preface.  If  limited  funds  are  avail- 
able for  your  library,  consider  that  Urology  in 
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Practice  would  have  to  be  well  supplemented  by 
other  texts  to  obtain  the  same  amount  of  in- 
formation as  is  offered  in  the  initially  more  ex- 
pensive comprehensive  text. 

Stephen  P.  Brutscher,  D.O. 

Dr.  Brutscher  is  a flexible  first  year  resident  at  the  Wilming- 
ton Medical  Center. 

% % % 

DOMINANT  ISSUES  IN  MEDICAL  SOCIOLOGY 
edited  by  Howard  D.  Schwartz  and  Cary  S.  Kart, 
Addison-Wesley  Publishing  Co.,  Reading,  Massa- 
chusetts, 1978.  577  pp.  Price  $13.95.  Paperback. 

Dominant  Issues  in  Medical  Sociology  provides 
a great  variation  in  viewpoints  of  medicine  be- 
cause of  the  number  of  authors  involved  in  this 
informative  book.  It  introduces  us  to  an  overview 
of  many  aspects  of  health  care  offered  in  the 
United  States.  Ethical  and  moral  viewpoints  of 
doctors,  nurses,  and  other  health  care  personnel 
are  thoroughly  examined  and  studied,  with  par- 
ticular attention  to  the  changing  relationships 
between  the  patient  and  his  care-giver. 

One  of  the  most  enlightening  and  informative 


chapters  concerns  the  current  issue  of  national 
health  care,  which  is  discussed  in  an  objective, 
unbiased  manner,  with  many  viewpoints  pre- 
sented. This  is  an  opportunity  to  have  questions 
regarding  this  issue  answered  objectively  rather 
than  politically. 

Death  and  dying,  which  are  often  ignored  and 
considered  unpleasant,  are  discussed  with  great 
sensitivity  and  finesse.  The  social  detriments  of 
nursing  home  care  and  institutionalization  are 
revealed  in  a candid  manner,  with  an  impressive 
reference  list  at  the  end  of  the  chapter.  Aspects 
of  “dead  on  arrival”  are  also  looked  at  in  depth. 

The  idealism  of  medical  and  nursing  students 
is  quickly  dispelled  in  the  section  devoted  to  medi- 
cal and  nursing  schools.  In  this  chapter,  the  re- 
action of  the  medical  student  to  his  patients  is 
examined  and  the  reasons  for  his  disillusionments 
are  presented. 

The  problems  which  have  arisen  because  of  the 
many  technological  advances  and  research  break- 
throughs which  prolong  life  are  discussed  with 
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possible  solutions  and  decisions  to  disperse  these 
problems.  The  “right  to  die”  is  given  careful 
consideration  and  attention. 

This  book  provides  a wealth  of  information  on 
the  many  facets  of  the  medical-health  care  pro- 
fession, the  ethical  and  moral  issues  which  face 
our  society  today,  and  the  numerous  aspects  of 
the  ever-changing  roles  and  relationships  of  the 
personnel  and  patients  involved  in  health  care. 
Any  person,  professional  or  lay,  could  benefit 
greatly  from  the  information  available  in  this 
book. 

Barbara  Ginsberg 

Barbara  Ginsberg  is  a student  at  the  University  of  Delaware, 
College  of  Human  Resources,  in  the  Individual  and  Family  Studies 
Program,  and  the  wife  of  a medical  resident. 

% 

PRACTICAL  DIAGNOSIS:  RENAL  DISEASE  by 

Michael  A.  Kirschenbaum,  M.D.,  Houghton  Mifflin 
Professional  Publishers,  Boston,  1978.  272  pp. 
Illus.  Price  $1 4.00. 

This  handbook  of  renal  disease  is  an  attempt 
to  cover  all  of  nephrology  in  a style  aimed  at 
medical  personnel  whose  knowledge  of  the  sub- 
ject is  minimal  at  best.  To  this  end,  it  is  highly 
successful.  The  small,  soft-cover  book  is  divided 
into  chapters  dealing  with  urinalysis,  routine  and 
special  lab  tests,  roentgenographic  studies,  fluids 
and  electrolytes,  renal  biopsy,  and  a long  section 
reviewing  various  disease  entities  in  nephrology. 
The  book  is  well  indexed  and  has  a small  section 
with  normal  lab  values. 

Although  the  text  is  sparse,  the  diagrams  and 
tables  are  superior  and  lend  themselves  to  quick 
reference.  Needless  to  say,  the  coverage  of  such 


a vast  volume  of  material  is  cursory,  and  for  this 
reason,  the  book  probably  would  not  be  a suitable 
addition  to  a medical  student’s  or  a resident’s 
library.  The  potential  audience  though  is  vast 
and  includes  most  nursing  personnel  and  the 
multitude  of  paramedical  personnel  involved  in 
patient  care. 

Frank  Marro,  M.D. 

Dr.  Marro  is  a third-year  resident  in  the  Department  of 
Medicine  at  the  Wilmington  Medical  Center. 

% % % 

1979  YEAR  BOOK  OF  ENDOCRINOLOGY  edited  by 
Theodore  B.  Schwartz,  M.D.,  and  Will  G.  Ryan, 
M.D.,  Year  Book  Medical  Publishers,  Chicago, 
1979.  384  pp.  Illus.  Price  $24.95. 

Ryan  probably  does  most  of  the  work,  but 
Schwartz  continues  to  write  the  delightful  com- 
ments which  set  this  annual  collection  of  signifi- 
cant abstracts  apart  from  so  many  others  which 
are  unremittingly  dull. 

For  example,  in  commenting  on  the  apparent 
virtues  (simplicity,  accuracy,  relative  inexpensive- 
ness, non-existent  risk)  of  ultrasound  in  the 
demonstration  of  intra-abdominal  gonads,  par- 
ticularly ovaries,  Schwartz  says,  “Like  my  momma 
used  to  say,  ‘You  can’t  make  a dollar  out  of 
99  cents.’  ” 

The  bad  news:  Consult  this  1979  Year  Book 
and  you  are  up  to  date  only  through  1978.  A 
bonus:  In  addition  to  the  articles  abstracted,  each 
chapter  is  followed  by  several  suggested  review 
articles. 

Bernadine  Z.  Paulshock,  M.D. 
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Speakers  on 
“Ask  the 
Doctor’’ 


Speakers  for  September  1980  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  September  2,  James  Harvey 
Newman,  M.D.,  Arthritis;  September  9,  Ben  Corballis,  M.D.,  The  County-Wide 
Paramedic  Program;  September  16,  John  Smoluk,  M.D.,  What  Is  Sports  Medicine?; 
September  23,  William  J . Geimeier,  M.D.,  Hay  Fever  and  Asthma;  September  30, 
Michael  F.  Whitworth,  M.D.,  Bladder  Cancer. 


In  the  News  Jack  Gelb,  M.D.,  O.  Keith  Hamilton,  M.D.,  and  Emanuel  M.  Renzi,  M.D.,  have 
been  reappointed  by  Governor  Pierre  S.  duPont,  IV,  to  membership  on  the  Board 
of  Practice. 


Annual  The  Medical  Society  of  Delaware  will  hold  its  ANNUAL  MEETING  November 

Meeting  14-15  in  Wilmington.  The  House  of  Delegates  will  meet  Friday,  November  14,  at 

the  Delaware  Academy  of  Medicine.  Reference  Committees  will  meet  at  9 a.m. 
to  consider  committee  reports  and  resolutions;  the  House  will  convene  at  1:30 
p.m.  Sessions  are  open  to  the  membership.  The  Scientific  Symposium  will  be 
held  on  Saturday  at  the  Hotel  duPont. 


Free 

Professional 

Education 

Material 


Free  professional  education  material  is  available  from  the  AMERICAN  CANCER 
SOCIETY,  Delaware  Division,  Inc.,  at  the  Delaware  Academy  of  Medicine.  Tele- 
phone: 654-6267.  These  materials  are  available:  UNDERSTANDING  THE 
CANCER  PATIENT,  a publication  which  examines  the  management  of  the  psy- 
chological and  emotional  problems  of  the  cancer  patient.  MEETING  HIGH- 
LIGHTS: ACS  NATIONAL  CONFERENCE  ON  CANCER  PREVENTION 
AND  DETECTION,  an  audio  tape  which  consists  of  highlights  of  the  conference. 
Topics  include  mechanisms  of  carcinogenesis,  the  epidemiology  of  cancer,  virology 
and  immune  mechanisms,  and  economics  of  cancer  prevention. 


Biomedical  The  INSTITUTE  OF  CONTINUING  BIOMEDICAL  EDUCATION  will  offer 
Education  a one  academic  year  program  of  instruction  in  the  basic  medical  sciences  and 
clinical  disciplines.  The  program  is  designed  for  foreign  medical  school  graduates, 
students  preparing  for  American  boards  examinations,  and  doctors  returning  to 
general  practice  after  an  interlude.  For  further  information,  contact:  Dr.  Natale 
Colosi,  Dean,  Institute  of  Continuing  Biomedical  Education,  222  East  19th  Street, 
New  York,  New  York  10003. 


Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 
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In  Brief 


CLINICAL  NOTICES  AND  MEETINGS 


Developments  in  A program  entitled  PHYSICIAN  TRAINING  TRACT  ON  SUBSTANCE  ABUSE  will 
Substance  Abuse  be  held  September  15-17  at  the  Washington  Hilton  Hotel,  Washington,  D.C.  The  pro- 
gram will  be  held  in  conjunction  with  the  1980  National  Alcohol  and  Drug  Coalition 
Conference,  and  is  being  co-sponsored  by  the  American  Medical  Association  Depart- 
ment of  Mental  Health  and  the  Haight-Ashbury  Training  and  Education  Project.  The 
program  meets  the  criteria  for  up  to  20  credits  in  Category  I for  the  Physician’s  Recog- 
nition Award  of  the  American  Medical  Association.  Topics  to  be  discussed  include 
current  issues  in  drug  and  alcohol  abuse,  and  psychiactive  drugs:  prescription  or  pro- 
scription. For  further  information,  contact:  Stephanie  Ross,  Haight-Ashbury  Training 
and  Education  Project,  409  Clayton  Street,  San  Francisco,  California  94117.  Telephone: 
(415)  626-6762. 


Meeting  of  The  1980  SCIENTIFIC  ASSEMBLY  OF  THE  AMERICAN  COLLEGE  OF  EMER- 
Emergency  GENCY  PHYSICIANS  will  take  place  September  15-18  in  Las  Vegas,  Nevada.  For 
Physicians  further  information,  contact:  Guy  D.  Beaumont,  Jr.,  American  College  of  Emergency 
Physicians,  P.O.  Box  61911,  Dallas,  Texas  75261.  Telephone:  (214)  659-0911. 


American 

Thoracic 

Society 


The  43rd  Annual  Meeting  of  the  Eastern  Section  of  the  American  Thoracic  Society  will 
be  held  at  the  Hotel  duPont  in  Wilmington,  Delaware,  September  26-27.  The  meeting 
will  feature  a lecture  on  sleep  apnea  and  a symposium  on  “IS  EXERCISE  TESTING 
USEFUL?”  For  further  information,  contact:  Delaware  Lung  Association,  Wilming- 
ton, Delaware.  Telephone:  (302)  655-7258. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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INVITATION  TO  EXHIBIT 


191st  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 

Applications  for  SCIENTIFIC  EXHIBITS  for  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  are  invited  by  the  Scientific  Exhibits  Com- 
mittee. 

It  is  hoped  the  exhibit  portion  of  the  Annual  Meeting  to  be  held  at 
the  Hotel  duPont  in  Wilmington,  November  15,  1980,  will  be  the  stimu- 
lation to  demonstrate  scientific  achievement.  Physicians  are  invited  to 
apply  now  for  space. 

Mail  application  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilming- 
ton, Delaware  1 9806. 


SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

191st  Annual  Meeting,  Medical  Society  of  Delaware 
Hotel  duPont,  Wilmington,  Delaware 
November  15,  1980 

1 . Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor (s) : Degree: 

3.  Size  of  booth  Requested:  (Absolute  Maximum:  Length  6’,  Depth  2V2') 

4.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the 
exhibit,  what  the  exhibit  shows,  and  the  conclusions  reached.) 

Name 

Address 


Deadline  for  Filing  Applications,  September  15, 1980 


In  Brief 


Care  of  the 
Cancer  Patient 


Biomedical 

Equipment 


American  Society 
of  Law  and 
Medicine 


Health  Care  in 
Correctional 
Institutions 


Gastrointestinal 

Cancer 


The  AMERICAN  ASSOCIATION  OF  MEDICAL  ASSISTANTS  will  meet  on  Sep- 
tember 29  at  7:30  p.m.  at  the  Delaware  Academy  of  Medicine.  A representative  of  the 
American  Cancer  Society  will  speak  on  care  of  the  cancer  patient.  Physicians  are  urged 
to  have  their  medical  assistant  attend  and  become  a member  of  the  AAMA.  For  further 
information,  call  Barbara  Gray  or  Blanche  Capauno  at  652-4170. 

The  MIDYEAR  REGIONAL  MEETING  OF  THE  ASSOCIATION  FOR  THE  AD- 
VANCEMENT OF  MEDICAL  INSTRUMENTATION  will  be  held  October  6-7  at  the 
Fairmont  Hotel  in  Philadelphia,  Pennsylvania.  It  will  feature  short  courses  on  bio- 
medical equipment.  The  courses  meet  the  criteria  for  Category  I of  the  Physician’s 
Recognition  Award  of  the  AMA.  For  further  information,  contact:  Association  for 
the  Advancement  of  Medical  Instrumentation,  1901  N.  Ft.  Myer  Drive,  Suite  602, 
Arlington,  Virginia  22209.  Telephone:  (705)  525-4890. 

A national  conference  on  MEDICAL  DETERMINATIONS  IN  WORKERS’  COM- 
PENSATION will  be  held  October  9-11  at  the  International  Inn  in  Washington,  D.C. 
It  is  being  sponsored  by  the  American  Society  of  Law  and  Medicine.  The  conference 
will  examine  the  application  of  current  medical  knowledge  to  causality  assessment 
and  disability  evaluation  in  heart  disease,  cancer  traumatic  neurosis,  and  lung  disease; 
the  usefulness  of  medically  developed  standards  in  workers’  compensation  rulings; 
and  the  presentation  of  medical  evidence  in  workers’  compensation  cases.  For  further 
information,  contact:  Conference  Registrar,  American  Society  of  Law  and  Medicine, 
520  Commonwealth  Avenue,  Boston,  Massachusetts  02215.  Telephone:  (617)  262- 
4990. 

The  American  Medical  Association  will  sponsor  a national  conference  on  HEALTH 
CARE  IN  CORRECTIONAL  INSTITUTIONS— DIRECTIONS  FOR  THE  EIGHT- 
IES on  October  24-25.  The  conference,  presented  in  cooperation  with  the  American 
Correctional  Health  Association,  will  be  held  at  the  Radisson  Chicago  Hotel  in  Chi- 
cago, Illinois.  For  further  information,  contact:  AMA  Correctional  Program,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 

The  University  of  Texas  M.D.  Anderson  Hospital  and  Tumor  Institute  will  sponsor 
a clinical  conference  on  GASTROINTESTINAL  CANCER  November  5-7  at  the 
Shamrock  Hilton  Hotel  in  Houston,  Texas.  Sessions  will  examine  current  topics  in 
gastrointestinal  cancers;  recent  advances  in  pathology;  screening  and  management  of 
gastroesophageal,  pancreas,  hepatobiliary  and  large  bowel  cancers;  and  future  research 
directions  and  prospects  for  control  of  gastrointestinal  cancer.  For  further  informa- 
tion, contact:  Stephen  C.  Stuyck,  Information  Coordinator,  M.D.  Anderson  Hospital 
and  Tumor  Institute,  Houston,  Texas  77030.  Telephone:  (713)  792-3030. 


Going  home. 

It’s  powerful  medicine. 


Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 
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To  All  Members  of  the  Medical  Society  of  Delaware: 

The  SOCIETY  ART  EXHIBIT  has  become  a welcome  fixture  of  our  An- 
nual Meeting.  To  those  of  you  who  have  never  exhibited,  or  have  not 
exhibited  recently,  we  welcome  and  encourage  you  to  join  us  this  year. 

Once  again  the  display  will  be  in  the  Hotel  duPont.  We  hope  to 
expand  the  number  of  works  shown,  but  urge  you  to  let  us  have  your 
very  best,  since  space  will  still  be  at  a premium. 


Your  Art  Committee  must  begin  planning  now.  If  you  intend  to  ex- 
hibit, please  check  the  form  below  and  return  it  to  me.  Even  if  you  are 
undecided,  please  indicate  your  interests  now  and  forward  the  form. 


AREAS  OF  ACTIVITY  (Check  Appropriate  Box) 


□ 

Photography 

□ 

Medical  Illustration 

□ 

Ceramics 

□ 

Sculpture 

□ 

Painting 

□ 

Other  Crafts 

Name  . . . 

Address 

City 

Telephone 

State  .... 

ZIP 

Business 

Home 

RETURN  (as  soon  as  you  can, 

please)  to: 

JAMES  T.  METZGER,  M.D., 

Chairman 

1102 

West  Street 

Wilmington, 

Delaware 

19801 

ftaiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiuiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiimiiiiiiiHiiiiiitiiiiiitiiiiiiiiiim 


In  Brief 


Meeting  of  The  SOUTH  CAROLINA  ACADEMY  OF  FAMILY  PHYSICIANS  will  hold  its  an- 
Family  Physicians  nual  meeting  and  scientific  sessions  November  6-9  at  the  New  Sheraton  Hotel,  Charles- 
ton, South  Carolina.  For  further  information,  contact:  Margaret  Turner,  P.O.  Box 
771,  Mauldin,  South  Carolina  29962.  Telephone:  (803)  288-6647. 


Blood  Banking  The  AMERICAN  ASSOCIATION  OF  BLOOD  BANKS  will  hold  its  annual  meeting 
and  Research  November  7-12  at  the  Sheraton-Washington  in  Washington,  D.C.  Blood  bankers  from 
around  the  world  will  discuss  the  latest  scientific  and  administrative  advances  in 
blood  research,  technology,  and  management.  For  further  information,  contact:  Lorry 
Rose,  American  Association  of  Blood  Banks,  1828  L Street,  N.W.,  Suite  608,  Wash- 
ington, D.C.  20036.  Telephone:  (202)  872-8333. 


Reconstructive  The  Department  of  Orthopaedic  Surgery  of  the  Johns  Hopkins  Medical  Institutions  is 
Hip  Surgery  sponsoring  a continuing  education  course,  RECONSTRUCTIVE  SURGERY  OF  THE 
HIP,  November  10-11.  Discussions  and  lectures  will  focus  on  the  role  of  osteotomies 
and  total  hip  replacements  in  reconstructive  hip  surgery.  A hands-on  laboratory  will 
enable  each  participant  to  carry  out  total  hip  replacements  and  various  osteotomies  on 
plastic  bones  under  the  supervision  of  the  course  faculty.  Sixteen  AMA  Category  I 
credits  have  been  approved.  For  further  information,  contact:  Continuing  Education, 
The  Johns  Hopkins  University,  720  Rutland  Avenue,  Room  22,  Baltimore,  Maryland 
21205.  Telephone:  (301)  955-5880. 


WIDE  RANGE  POCKET  ~ RADIO-  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


I 

I 


Long  range  service  — 75-100  miles. 
Signal  is  transmitted  over  the  entire 
15-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 

A 4-STATE  AREA  COVERING  75-100  MILES. 

INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

• The  big  idea  of  our  “Beeper”  Service  is  to 
enable  you  to  contact  your  people  in  the 
field  — within  seconds/  . . . Now  you  can 
get  them  to  a phone  pronto/ 

• The  Beeper  goes  wherever  they  go.  They 
could  be  in  a car  — walking  on  the  street 
— or  in  a building.  . . . They  may  be  out 
of  sight  — but  they  are  never  out  of 
reach/ 

• Dialing  the  phone  number  assigned  to 
their  “Beeper”  is  like  ringing  an 
extension  phone  in  their  pocket. 


CALL  FOR  A FREE  2 FOOT  215-879-0900 
1 609-964-7660 

MAPS  DEMONSTRATION  (302-050-2774 


Local  service — approx.  25  miles. 
Car  phor.a  numbers  available. 
Call  for  information. 


RADIO  BROADCASTING  CO.,  3600  Conshohocken  Ave.,  Phila.,  Pa.  19131 
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Valium 

diazEpam/RoohE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety;  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage-. 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed;  drugs  such 
as  phenothiazines.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


6th  ANNUAL 

IGNATZ  SEMMELWEIS 
OBSTETRICAL  SEMINAR 

OCTOBER  23-26,  1980 

Cherry  Hill  Inn 

Cherry  Hill,  New  Jersey 

The  major  emphasis  of  the  program  will  be 
to  provide  the  learner  with  the  latest  infor- 
mation on  diagnostic  aids  and  possibilities 
for  intervention  in  preventing  birth  defects. 
Ths  program  has  been  approved  for  credit 
by  AMA,  ACOG,  AOA,  AAFP.  For  further 
information,  please  contact  Adele  Gordon, 
CMDNJ-Office  of  Continuing  Education,  100 
Bergen  Street,  Newark,  New  Jersey  07103 
(201)  456-4267. 

Registration  fee: 

$215  for  practicing  physicians 
$130  for  resident  in  training  and  nurses 

10%  reduction  in  tuition  fee  if  payment 
returned  with  this  ad. 


Baynard  Optical 
Company 

Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians ' 
Prescriptions 


CONCORD  PLAZA 
3411  Silverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wilmington,  Delaware 


Roche  Laboratories 

ROCHE  ) > Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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FROM  THE  WILMINGTON  MEDICAL  CENTER  CANCER  PROGRAM* 


GUIDELINES  FOR  MAMMOGRAPHY 


Leslie  W.  Whitney,  M.D. 


Two  recent  guidelines  for  the  use  of  mam- 
mography in  clinical  practice  have  been  issued; 
one  is  by  the  American  College  of  Obstetricians 
and  Gynecologists  (June,  1980),  and  the  other  is 
by  the  American  Cancer  Society  in  the  July/ 
August,  1980,  issue  of  “CA:  A Cancer  Journal 
for  Clinicians.”  The  recommendations  are  similar 
but  not  identical. 

The  report  from  the  American  College  of  Ob- 
stetricians and  Gynecologists  points  out  that  data 
from  the  first  two  years  of  the  27  National  Breast 
Cancer  Detection  Demonstration  Projects  prove 
that  mammography  is  capable  of  detecting  early 
breast  cancers  prior  to  their  being  detected  by 
physical  methods.  Some  47%  of  the  breast  can- 
cers found  in  that  program  were  detected  by 
mammography  alone.  Conversely,  they  point 
out  that  9%  of  the  cancers  found  by  physical 
examination  were  not  detected  by  mammography. 
Since  one  can  expect  a ten-year  survival  of  95% 
or  greater  in  Stage  Zero  cancers,  only  72%  for 
Stage  I and  40%  for  Stage  II,  early  diagnosis 
becomes  the  keystone  in  attacking  this  disease. 

The  recommendations  of  the  American  College 
of  Obstetricians  and  Gynecologists  have  three  ob- 
jectives: (1)  the  detection  of  breast  cancer  by 
self-examination  and  physician  evaluation  at  the 
earliest  clinical  stage;  (2)  the  detection  of  breast 
cancer  by  mammography  before  it  is  detectable 
by  physical  examination;  and  (3)  the  identifica- 
tion of  women  between  35  and  50  years  of  age 
who  deserve  a more  careful  periodic  examination 

Cancer  Program  (formerly  the  Delaware  Cancer  Network). 

Dr.  Whitney  is  Director  of  the  Wilmington  Medical  Center 

•An  NCI  supported  agency  located  at  1200  Jefferson 

Del  Med  Jrl,  Sept  1980 — Vol  52,  No  9 


because  of  characteristics  suggestive  of  a greater 
potential  risk  of  breast  cancer.  Mammography  is 
proposed  as  part  of  a total  clinical  examination. 

The  recommendations  of  this  group  list  charac- 
teristics which  are  accepted  as  strong  indicators 
for  mammography  in  women  of  any  age.  The 
American  College  of  Obstetricians  and  Gynecolo- 
gists recommends  that  women  over  the  age  of  50 
receive  regular  breast  examinations  including 
mammography  at  intervals  to  be  determined  by 
the  physician.  “Baseline  mammography  in  connec- 
tion with  clinical  physical  examination”  is  recom- 
mended for  women  between  35  and  50.  If  mam- 
mography is  done,  it  should  be  done  by  qualified 
personnel  using  modern  equipment  with  minimal 
irradiation. 

The  American  Cancer  Society  based  its  recom- 
mendations on  the  risks  involved  in  mammogra- 
phy and  the  costs,  compared  with  the  benefits  to 
be  expected.  The  Society  points  out  two  major 
potential  risks:  (1)  the  carcinogenic  effect  of 
radiation  and  (2)  biopsies  resulting  from  positive 
or  suspicious  test  results  in  patients  who  do  not, 
in  faot,  have  breast  cancer. 

The  financial  costs  of  detecting  breast  cancer 
are  relatively  large  when  compared  with  other 
screening  programs.  If  all  the  31  million  women 
over  50  were  screened,  the  cost  would  be  $1.5 
billion  per  year.  At  present,  there  are  insufficient 
facilities  and  personnel  to  accomplish  this  task. 
Therefore,  the  American  Cancer  Society’s  pro- 
posed recommendations  state  that  all  women  over 
20  should  examine  their  breasts  on  a monthly 
basis.  With  regard  to  mammography,  the  Society 
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suggests  that  women  should  have  a baseline  mam- 
mography between  the  ages  of  35  and  40.  Further 
examination  after  the  baseline  mammography 
should  be  performed  after  consultation  with  per- 
sonal physicians,  and  decisions  for  subsequent 
examinations  should  be  made  on  an  individual 
basis.  Women  over  50  should  have  a mammogra- 
phy every  year.  The  special  high-risk  groups,  ie, 
women  with  personal  family  histories  of  breast 
cancer,  should  consult  their  physicians  about  the 
value  of  more  frequent  examination  or  the  need 
to  begin  mammography  before  the  age  of  50. 

A review  of  both  of  these  documents  points 
out  the  fact  that  although  the  value  of  mam- 
mography in  the  early  detection  of  breast  cancer 
is  firmly  established  and  the  concept  of  a baseline 
study  after  the  age  of  35  seems  reasonable,  the 
proper  interval  between  examinations  has  not 
been  clearly  established  on  a scientific  basis. 
Both  reports  emphasize  that  in  no  instance  should 
a negative  mammogram  prevent  biopsy  of  a 
clinically  suspicious  breast  or  should  a positive 
mammography  finding  be  neglected  because  the 
breast  is  clinically  normal. 
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The  fall  season  is  here  and  the  big  event  coming  up  is  the  191st  Annual  Meeting 
of  the  Medical  Society  of  Delaware.  It  will  be  held  on  November  15  at  the  Hotel 
du  Pont. 

The  Program  Committee,  which  is  chaired  by  Bernadine  Z.  Paulshock,  M.D., 
has  assembled  a marvelous  scientific  program. 

Daniel  Nathans,  M.D.,  who  received  the  1978  Nobel  Prize  for  Chemistry,  will 
speak  on  “The  New  Genetics.”  He  is  the  Director  of  the  Department  of  Micro- 
biology at  Johns  Hopkins  University. 

“Seals,  Dolphins  and  Diving”  will  be  discussed  by  Sam  H.  Ridgway,  D.V.M., 
Ph.D.,  a Veterinary  Medical  Officer  at  the  Naval  Ocean  Systems  Center  in  San 
Diego. 

Charles  Inturrisi,  Ph.D.,  will  speak  on  “The  Endorphins:  Endogenous  Opiates 
and  More.”  He  is  a Professor  of  Pharmacology  at  the  Cornell  University  Medical 
Center. 

“Hazards  in  Diagnostic  Reasoning”  will  be  discussed  by  Donald  M.  Berwick, 
M.D.,  the  Associate  Director  of  Research  at  the  Harvard  Community  Health  Plan. 

Solar-powered  aircraft  will  be  the  topic  of  Richard  J.  Woodward’s  speech,  en- 
titled “The  Albatross  and  the  Solar  Challenger.”  Mr.  Woodward  is  with  the 
Du  Pont  Company. 

“What  Should  We  Eat?”  is  the  subject  of  our  luncheon  speaker.  He  is  David 
Kritchevsky,  Ph.D.,  the  Associate  Director  of  The  Wistar  Institute. 

Be  sure  to  bring  your  spouse  along,  as  an  intriguing  spouses’  program  has  been 
planned.  It  is  “Women  and  Money,”  and  it  will  be  given  by  Barbara  Morton, 
Vice  President  of  the  Alma  Company. 

Nancy  Bartoshesky,  a talented  pantomimist,  will  entertain  us  Saturday  evening 
in  the  Gold  Ballroom  at  the  dinner  dance. 

I hope  you  will  get  the  spirit  of  things  and  participate  in  all  the  activities  planned 
for  November  15. 
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A TREATMENT  APPROACH  TO  ADOLESCENTS 
WITH  ANOREXIA  NERVOSA 

Janet  P.  Kramer,  M.D. 


The  classic  patient  with  true  anorexia  nervosa 
is  an  adolescent  girl  without  psychiatric  or  medical 
disorder  preceding  her  weight  loss,  who  initiates 
her  weight  loss  by  dieting,  and  who  pursues  lower 
and  lower  weights,  usually  with  elated  pleasure 
with  each  pound  lost.1  She  is  morbidly  afraid  of 
gaining  weight,  may  induce  vomiting  and  cathar- 
sis, develops  amenorrhea,  and  denies  thinness  or 
illness  even  when  severely  emaciated.  She  is  pre- 
occupied with  food,  likes  to  cook  for  others,  and 
knows  caloric  information  in  detail. 

The  Feighner  criteria  for  the  diagnosis  of  anor- 
exia nervosa  include  five  absolute  requirements 
and  at  least  two  of  six  conditional  criteria.  The 
absolute  criteria  are:2 

1.  Age  of  onset  prior  to  25. 

2.  Weight  loss  of  at  least  25%  of  original  body 
weight. 

3.  A distorted  implacable  attitude  toward  eat- 
ing, food,  or  weight  that  overrides  hunger,  ad- 
monitions, reassurance,  and  threats. 

4.  No  other  medical  illness  to  account  for  the 
anorexia  and  weight  loss. 

5.  No  other  known  psychiatric  disorder  with 
particular  reference  to  primary  affective  disorder, 
schizophrenia  obsessive  compulsive,  or  phobic 
neuroses. 

At  least  two  conditional  criteria  are  required. 
These  consist  of  amenorrhea,  lanugo  (fine,  soft 

Dr.  Kramer  is  an  Assistant  in  the  Department  of  Medicine  at 
the  Wilmington  Medical  Center. 


hair  with  minute  shafts  and  large  papillae  on  the 
forehead,  ears,  and  flanks),  bradycardia  (persist- 
ent resting  pulse  of  60  or  less),  periods  of  over- 
activity, episodes  of  bulimia  (morbidly  increased 
appetite),  and  vomiting  which  may  be  self-in- 
duced. 

The  definition  of  anorexia  nervosa  is  especially 
important  now  that  the  incidence  of  anorexia  is 
increasing,  particularly  in  the  United  States  and 
Europe.  Primary  anorexia  nervosa  has  an  esti- 
mated prevalence  of  50-75/100,000  females3  with 
a case  fatality  rate  of  10- 15%. 4 

Many  treatment  modalities  have  been  used  with 
mixed  success.  These  include  drug  therapy  in- 
cluding cyproheptadine,3  amytriptyline,6  levo- 
dopa,7  and  phentoin,s  family  therapy,9  and  indi- 
vidual psychotherapy.10 

I have  tried  a number  of  treatment  modalities 
with  adolescents  with  anorexia  nervosa.  Most 
of  my  initial  experience  used  supportive  develop- 
mental counseling  but  this  did  not  seem  to  help 
adolescents  with  anorexia  nervosa.  Non-analyti- 
cal  directive  counseling  was  then  employed  with 
good  success  with  several  patients,  and  a treat- 
ment protocol  was  then  formulated  using  non- 
analytical  directive  counseling. 

There  are  eight  fundamentals  to  the  outpatient 
protocol. 

1.  The  patient  is  told  she  is  responsible  to  her- 
self and  the  primary  physician  for  weight  and 
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health  management.  She  is  also  told  that  her 
family  has  been  instructed  not  to  discuss  food  or 
weight  with  her. 

2.  A physical  baseline  is  determined  including 
weight,  height,  pulse  and  respiratory  rates,  oral 
temperature,  and  menstruation  history.  A de- 
crease in  pulse  rate,  body  temperature,  and  blood 
pressure  correlate  with  loss  of  body  mass;  these 
measurements  serve  as  a double-check  on  weight 
change. 

3.  Ultimate  weight  goal  appropriate  for  height 
is  established  by  the  physician. 

4.  The  frequency  of  visits  is  determined  by  the 
physician.  Initially  visits  are  made  two  or  three 
times  a week.  The  higher  the  weight  and  the 
more  normal  the  vital  signs,  the  less  frequently 
are  visits  required.  These  preset  goals  are  dis- 
cussed with  the  patient  and  signed  by  the  patient 
and  physician.  (Figure  1) 

5.  The  patient  is  instructed  to  keep  a diet  diary, 
including  quantities  of  all  foods  eaten.  The  phy- 
sician can  calculate  average  daily  caloric  and  nu- 
tritive intake  from  this. 

6.  A balanced  diet  is  discussed  with  the  pa- 

FIGURE  1 
SPECIMEN 

Starting  weight:  60  lbs 
Height:  5’1M 

Goal  weight:  95  lbs 

Beginning  caloric  intake:  800  calories 
Visits  twice  weekly  until  70  lbs 
Visits  weekly  until  75  lbs 
Visits  every  two  weeks  until  80  lbs 
Visits  once  per  month  until  90  lbs 
Visits  every  three  months  for  one  year 
after  90  lbs 

Hospitalization  if  weight  or 
physical  status  doesn’t  improve 
over  four  weeks 

No  cooking  or  kitchen  work  until 
70  lbs 

No  ballet  until  80  lbs 
No  gym  in  school  until  75  lbs 
No  bicycling  until  80  lbs 

Patient’s  signature:  Jane  Doe 
Physician’s  signature:  Janet  Kramer,  M.D. 


tient.  Most  patients  are  started  on  600-800 
calories  per  day  which  is  gradually  increased. 
Gorging  is  discouraged.  The  patient  is  encouraged 
to  eat  with  the  family  and  eat  the  same  food  as 
the  family. 

7.  The  patient  understands  that  any  weight 
loss,  no  weight  nor  vital  sign  improvement  in 
four  weeks,  catharsis,  or  induced  vomiting  are 
criteria  for  immediate  hospitalization. 

8.  The  patient  is  not  allowed  to  cook,  work  in 
the  kitchen,  or  take  part  in  physical  activities 
at  home  or  school  until  a specific  improvement 
is  noted. 

To  follow  this  protocol,  the  physician  should 
be  willing  to  work  with  the  patient  for  as  long 
and  as  frequently  as  is  required.  Cooperating 
parents  are  needed  to  keep  the  adolescent  coming 
back  for  follow-up  and  to  refrain  from  discussing 
food  or  weight  with  their  child.  Other  profes- 
sionals, such  as  family  therapists,  psychiatrists, 
psychologists,  or  social  workers,  are  requested 
not  to  discuss  weight  or  food  intake  with  the 
adolescent  so  that  key  issues,  ie,  emotional  growth 
and  interpersonal  relationships,  can  be  addressed 
by  the  professionals. 

The  patient-physician  agreement  is  signed  at 
the  first  visit  after  the  diagnosis  of  anorexia 
nervosa  is  made.  The  physician  follows  the 
patient  closely  and  consistently. 

Hospitalization  occurs  only  if  the  agreement 
is  broken  by  the  patient  or  if  some  non-related 
medical  problem  occurs.  If  hospitalization  is 
required  for  anorexia  because  of  weight  loss, 
bulimia,  catharsis,  or  no  improvement  in  four 
weeks,  the  approach  again  is  consistent  and  direc- 
tive. The  hospitalization  is  in  an  adolescent  unit 
of  a general  hospital  whose  staff  has  been  edu- 
cated about  this  treatment  approach. 

The  author’s  adaption  of  Dr.  Donald  Delaney’s 
in-patient  protocol  is  used.11 

1.  The  patient  is  weighed  daily  in  hospital 
gown  only. 

2.  A diet  equivalent  in  calories  to  the  out- 
patient diet  is  ordered. 

3.  The  patient  eats  all  meals  in  her  room  in 
the  presence  of  an  attendant. 

4.  Initially  the  patient  is  required  to  be  in  a 
private  room  with  no  bathroom  privileges.  All 
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plumbing  in  the  room  is  disconnected.  A bed- 
side commode  is  provided. 

5.  The  patient  is  not  allowed  out  of  the  room 
for  two  hours  following  meals  to  discourage  self- 
induced  emesis. 

6.  Should  the  patient  refuse  meals  or  vomit, 
the  patient  is  allowed  to  take  additional  food  of 
caloric  equivalent  to  the  last  meal,  or  a nasogastric 
tube  is  placed  and  the  caloric  equivalent  is  ad- 
ministered via  tube. 

7.  Weight  loss  or  lack  of  weight  gain  is  treated 
suspiciously  as  it  usually  means  surreptitious  dis- 
posal of  food. 

8.  The  room  is  inspected  daily  by  staff  for  evi- 
dence that  food  has  been  hidden  instead  of  eaten. 

9.  The  staff  is  instructed  to  do  ordered  pro- 
cedures matter-of-factly  and  not  punitively.  The 
patient  is  informed  of  all  options  by  the  physician 
on  admission. 

10.  The  weight  goal  necessary  before  discharge 
is  set  by  the  physician  and  a required  weight  goal 
before  privileges  including  moving  to  a semi- 
private room  is  also  set. 

11.  The  physician  is  consistent  and  caring 
when  discussing  the  procedures  with  the  ado- 
lescent. The  adolescent  is  reassured  that  she 
can  expect  increasing  freedom  when  she  demon- 
strates increasing  responsibility  for  her  eating 
habits  and  health. 


More  than  20  adolescents  with  anorexia  ner- 
vosa have  been  treated  in  this  manner;  only  four 
of  them  required  hospitalization. 

The  results  of  treatment  of  the  first  ten  pa- 
tients were  summarized  at  the  Second  Interna- 
tional Symposium  on  Adolescent  Medicine  in 
Washington,  D.C.,  in  May,  1979.  All  ten  pa- 
tients had  lost  greater  than  20%  of  ideal  body 
weight  and  three  had  lost  greater  than  40%  of 
ideal  body  weight  before  treatment  was  com- 
menced. Four  were  considered  treatment  failures 
of  other  inpatient  or  outpatient  programs  de- 
signed for  anorexics.  (Table  1) 

The  average  turnabout  time  or  the  time  be- 
tween protocol  initiation  and  a regular  chartable 
weight  gain  was  three  months  with  a range  of 
less  than  one  month  to  ten  months.  Attainment 
of  ideal  weight  occurred  between  four  months 
and  20  months  after  protocol  initiation. 

Hospitalization  was  required  for  three  of  these 
ten  patients.  The  longest  total  in-hospital  was 
two  and  one-half  months.  The  degree  of  anorexia 
in  terms  of  percentage  of  ideal  body  weight  lost 
and  treatment  failure  with  other  modalities  did 
not  correlate  with  need  for  hospitalization. 

My  observation  is  that  the  degree  of  concealed 
anger  definitely  contributes  to  the  padent’s  re- 


TABLE  1 

SUMMARY  OF  TREATMENT  RESULTS 


Lowest 

% Lost 

Turnabout 

Length  of 

Age 

Weight 

of  Ideal 

Time 

Remission 

Patient 

(years-months) 

(lbs) 

Body  Weight 

{ months) 

(years) 

1 + 

15-6 

80 

38 

31/2 

6 

2 

12-3 

79.5 

28 

1 

5% 

3* 

17-1 

92 

20 

3 

4 

4*  + 

16 

80 

25 

10 

3 

5* 

14-5 

59 

47 

6 1/2 

1% 

6+ 

15-3 

91 

25 

5 

2V4 

7 

14-2 

70.5 

42 

3’/2 

1 

8 

13-9V2 

59 

40 

3 

1 

9 

17-5 

102 

20 

1 

% 

10+ 

18 

78 

33 

21/2 

6v2 

"Required  hospitalization 

-(-Had  treatment  failures  in  other  settings 
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sistance  to  treatment.  Two  of  the  three  patients 
hospitalized  had  the  longest  turnabout  time. 

The  length  of  remission  or  the  time  between 
turnabout  and  the  present  is  at  least  six  months 
for  all  patients  and  greater  than  five  years  for 
three  patients.  During  that  time  no  one  treated 
by  this  protocol  has  relapsed,  and  there  have  been 
no  treatment  failures.  One  patient  was  referred 
for  psychiatric  treatment  and  two  patients’  fami- 
lies were  admitted  to  family  therapy.  Both  the 
psychiatrist  and  the  family  therapist  have  fol- 
lowed the  protocol  guidelines.  The  psychody- 
namics of  the  protocol  are  discussed  elsewhere;12 
I feel  the  protocol  can  be  used  by  all  physicians 
in  primary  care  setting. 

Anorexia  nervosa  is  one  of  many  adjustment 
patterns  adolescents  make  to  the  pressures  of 
social  and  psychological  changes  of  growing  up. 
The  family  physician,  pediatrician  generalist,  or 
other  primary  care  physician  is  in  the  best  posi- 
tion to  help  the  anorectic  adolescent  reverse  her 
anorexia  within  the  familiar  framework  of  home 


environment.  Short-term  hospitalization  may  be 
required  but  should  be  instituted  and  conducted 
by  the  primary  physician.  If  needed,  psychiatric 
therapy  can  also  be  arranged  by  the  primary  phy- 
sician. The  adolescent  is  then  pressed  to  grow 
through  her  anorexia  at  home  thereby  greatly 
reducing  the  chance  for  relapse. 
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ANTIBIOTIC  ASSOCIATED  DIARRHEA 
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John  G.  Bartlett,  M.D. 


Introduction 

Diarrhea  is  one  of  the  most  common  adverse 
drug  reactions  encountered  in  current  clinical 
practice.  Nearly  all  drugs  with  an  antibacterial 
spectrum  of  activity  have  been  implicated,  al- 
though marked  differences  of  incidence  have  been 
noted.  The  best  studies  are  those  in  which  pa- 
tients are  reviewed  prospectively  with  queries  at 
regular  intervals;  adequate  follow-up  is  obtained 
and  criteria  for  a diarrheal  complication  is  care- 
fully defined.  Studies  using  this  format  are  avail- 
able only  for  clindamycin  and  ampicillin.  Accord- 
to  these,  the  incidence  of  antibiotic-associated 
diarrhea  with  clindamycin  varies  from  6.6  to 
26  percent,  and  the  incidence  with  ampicillin  from 
5 to  9 percent.1'6 
Anatomical  Findings 

Extensive  use  of  endoscopy  has  permitted  a 
classification  of  antimicrobial-associated  diarrheas 
into  four  categories  based  on  observations  of  the 
colonic  mucosa.  In  many  instances,  and  espe- 
cially in  patients  having  only  mild  symptoma- 
tology, this  examination  is  entirely  normal.  The 
endoscopist  may  also  report  erythema  and  edema 
of  the  intestinal  mucosa,  but  the  significance  of 
these  observations  is  obscure  as  they  may  result 
from  a fluid  flush  without  any  demonstrable  evi- 
dence of  inflammation  on  biopsy. 

A more  severe  form  of  disease  is  colitis  charac- 
terized by  a friable  granular,  or  frankly  hemor- 
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Annual  Infectious  Disease  Symposium  which  was  held  in  May, 
1980. 
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rhagic  mucosa  which  may  suggest  ulcerative 
colitis.7’8  Stool  examination  in  these  patients 
often  reveals  large  numbers  of  red  blood  cells 
as  well  as  some  leukocytes.  Biopsies  show  sube- 
pithelial  edema  with  round  cell  infiltration  of  the 
lamina  propria  and  focal  extravasation  of  eryth- 
rocytes. 

The  most  characteristic  form  of  antibiotic-  asso- 
ciated colitis  is  pseudomembranous  colitis  (PMC). 
Gross  inspection  of  the  colon  reveals  exudative, 
punctate,  raised  plaques  with  “skip  areas”  of 
edematous,  hyperemic  mucosa.  In  late  stages  of 
the  disease,  the  plaques  may  enlarge  and  coalesce 
over  extensive  segments  of  the  colon.  Histologic 
studies  of  biopsy  specimens  have  been  classified 
into  three  categories  according  to  Price  and 
Davis.9  The  earliest  lesion  consists  of  focal  epi- 
thelial necrosis  with  infiltration  of  the  lamina 
propria  by  polymorphonuclear  cells  and  eosino- 
philic exudate.  Erupting  from  the  epithelial 
erosions  are  intraluminal  collections  of  necrotic 
material,  the  pseudomembrane.  A second,  and 
presumably  more  advanced,  lesion  consists  of  dis- 
rupted glands  containing  mucin  and  white  blood 
cells  surmounted  with  a typical  “volcanic”  pseu- 
domembrane. The  most  advanced  lesions  show 
complete  structural  necrosis  of  the  lamina  propria, 
which  is  lined  by  a thick,  firmly  attached  pseudo- 
membrane. In  all  three  types  of  lesions,  there  is 
no  evidence  of  bacterial  invasion  of  the  intestinal 
mucosa,  and  the  inflammatory  reaction  is  typically 
restricted  to  the  lamina  propria.  The  composi- 
tion of  the  pseudomembrane  is  poorly  character- 
ized, although  histologic  studies  indicate  changes 
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comparable  to  those  noted  with  pseudomembranes 
of  diptheria:  an  amorphous  collection  of  fibrin, 
mucin,  and  polymorphonuclear  cells  with  en- 
trapped bacteria  from  the  normal  flora. 

Clinical  Features 

Although  there  is  no  uniformly  accepted  defini- 
tion of  diarrhea,  the  criterion  generally  employed 
is  three  to  five,  or  more,  “loose”  or  watery  stools 
per  day.  To  be  ascribed  to  antimicrobial  ad- 
ministration, this  must  represent  a change  in  the 
patient’s  usual  bowel  pattern;  there  should  be  no 
other  identifiable  cause  of  diarrhea,  and  the 
onset  of  symptoms  should  occur  either  during 
antimicrobial  administration  or  within  four  weeks 
after  the  implicated  agent  has  been  discontinued. 

Most  patients  with  antibiotic-associated  diar- 
rhea have  no  inflammatory  changes  in  the  colonic 
mucosa,  and  the  majority  of  these  individuals 
have  no  systemic  signs  or  symptoms.  Gross  in- 
spection of  their  stool  specimens  shows  no  evi- 
dence of  blood  or  mucus;  microscopic  analysis 
fails  to  show  fecal  leukocytes.  In  most  instances, 
the  diarrhea  simply  represents  an  annoyance 
which  does  not  require  hospitalization  or  specific 
forms  of  therapy,  and  which  resolves  spontane- 
ously when  the  implicated  agent  is  simply  dis- 
continued. In  rare  instances,  the  diarrhea  may 
be  severe  or  protracted  with  considerable  fluid 
loss,  hypoalbuminemia,  and  electrolyte  disturb- 
ances. Although  the  duration  of  diarrhea  is 
highly  variable,  the  median  duration  has  quite 
consistently  been  reported  at  eight  to  11  days.14 

Pseudomembranous  colitis  is  the  most  charac- 
teristic form  of  colitis  associated  with  antibiotic 
exposure.  Virtually  all  of  these  patients  have 
diarrhea,  but  there  is  considerable  variation  in 
other  clinical  findings  associated  with  this  lesion. 
Some  patients  have  a clinical  presentation  anal- 
ogous to  that  noted  above  for  antibiotic-associ- 
ated diarrhea  without  colitis.  Many  individuals, 
however,  have  abdominal  cramps,  abdominal 
tenderness,  fever,  and  leukocytosis.8’10-12  At  the 
extreme  end  of  this  spectrum  are  patients  with 
severe  systemic  toxicity,  fevers  to  104-105°  F, 
and  peripheral  leukocyte  counts  which  may  ex- 
ceed 30,000  per  mm.3  The  stools  show  gross 
evidence  of  blood  only  rarely.  Microscopic  ex- 


amination of  stools  from  patients  with  PMC 
generally  shows  fecal  leukocytes;  this  is  virtually 
always  found  in  patients  with  pancolitis,  but  may 
be  absent  in  individuals  who  have  only  segmental 
involvement.  Without  specific  therapy,  the  course 
of  PMC  is  variable.  Some  individuals  improve 
promptly  when  the  antibiotic  is  discontinued. 
Others  have  a protracted  course  of  diarrhea  with 
large  volumes  of  watery  stools  for  several  weeks, 
which  may  result  in  hypoalbuminemia  and  severe 
electrolyte  disturbances.  Serious  complications 
in  the  more  severely  ill  patient  include  toxic 
megacolon  and  colonic  perforation.  Mortality 
rates  reported  for  PMC  also  vary  widely.  Studies 
making  extensive  use  of  endoscopy  show  that  the 
vast  majority  of  patients  with  documented  pseu- 
domembranous colitis  improved  spontaneously.3 
Other  reports  which  focused  on  more  seriously 
ill  patients  have  shown  mortality  rates  as  high  as 
20  percent.13 

Virtually  all  antibiotics  have  been  implicated 
in  antibiotic-associated  diarrhea  and  colitis.  In 
our  experience,  the  most  common  are  ampicillin 
or  amoxicillin,  clindamycin,  and  the  cephalo- 
sporins. Less  frequently  indicated  are  penicillins, 
erythromycin,  and  sulfamethoxazole-trimetho- 
prim. Tetracycline  and  chloramphenicol  were 
once  considered  the  most  frequent  agents  impli- 
cated in  pseudomembranous  colitis.14’15  For  rea- 
sons that  are  unclear,  these  drugs  are  rarely  im- 
plicated in  more  recent  studies.  Virtually  no 
cases  have  implicated  parenterally  administered 
aminoglycosides  or  vancomycin. 

Previous  studies  of  antibiotic-associated  diar- 
rhea or  colitis  indicate  that  this  complication  oc- 
curs with  almost  equal  frequency  following  oral 
administration  versus  parenteral  administration 
and  it  is  not  dose  related.  There  are  no  readily 
identifiable  patient  risk  factors.  The  onset  of 
diarrhea  often  occurs  after  four  to  ten  days  of 
antimicrobial  administration,  but  approximately 
one-third  of  patients  never  experience  symptoms 
until  the  antibiotic  has  been  discontinued.  The 
interval  between  the  time  antimicrobials  are  dis- 
continued and  diarrhea  is  first  noted  may  be  as 
long  as  four  to  six  weeks.  This  observation  em- 
phasizes the  importance  of  a careful  history  of 
antibiotic  exposure  in  any  patient  with  enigmatic 
diarrhea. 
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Etiology 

Recent  studies  have  implicated  Clostridium 
difficile  as  the  etiologic  agent  in  nearly  all  cases 
of  antibiotic-associated  pseudomembranous  colitis 
and  approximately  25  percent  of  patients  with 
antibiotic-associated  diarrhea  without  evidence  of 
pseudomembrane  formation.  The  diagnostic  test 
of  choice  to  detect  this  mechanism  is  a tissue 
culture  assay  to  demonstrate  a cytopathic  toxin 
which  is  neutralized  by  antitoxin  to  Clostridium 
sordellii  or  Clostridium  difficile .16’17  Our  experi- 
ence with  this  toxin  assay  is  summarized  in  Table 
1.  Note  that  the  toxin  was  detected  in  97  percent 
of  patients  with  confirmed  antibiotic-associated 
pseudomembranous  colitis  and  approximately  25 
percent  of  patients  with  antibiotic-associated 
'diarrhea  without  pseudomembrane  formation. 
Some  of  the  patients  in  the  latter  category  had 
only  modest  symptoms  which  resolved  rapidly 
without  therapy  other  than  discontinuation  of 
the  implicated  drug.  Thus,  the  toxin  appears  to 
be  present  in  the  entire  spectrum  of  diarrheal 
complications  of  antibiotics  although  its  presence 
correlates  directly  with  the  severity  of  the  disease 
process.  Recent  studies  have  shown  that  this 
toxin  may  also  be  present  in  patients  with  other 
forms  of  diarrhea  including  exacerbations  of 
idiopathic  inflammatory  bowel  disease.18’19  It  is 
our  experience,  however,  and  that  of  others,  that 
the  vast  majority  of  patients  with  this  toxin  have 
had  recent  antibiotic  exposure.20-22 


TABLE  1 


TISSUE  CULTURES  OF  STOOLS  TO  DETECT  A 
CYTOPATHIC  TOXIN,  WHICH  IS  NEUTRALIZED 
BY  CLOSTRIDIUM  SORDELLII  ANTITOXIN 


Number 

Number 

Patient  Category 

tested 

positive 

Antibiotic-associated  diarrhea 

Confirmed  PMC 

114 

111  (97 

Without  confirmed  PMC 

552 

149  (27 

Gastrointestinal  diseases 

Unrelated  to  antibiotic 

usage 

362 

9 

Antibiotic  recipients  without 

diarrhea 

50 

0 

Healthy  adults 

60 

0 

The  evidence  that  Clostridium  difficile  is  re- 
sponsible for  the  previously  noted  cytotoxin  comes 
from  several  sources.  First,  bacterial  cultures 
of  stools  from  the  vast  majority  of  patients  with 
this  toxin  yield  Clostridium  difficile.23  Cultures 
performed  in  a similar  fashion  using  stools  from 
healthy  adults  have  shown  carrier  rates  of  only 
0 to  3 percent.23’24  Broth  cultures  of  strains 
of  Clostridium  difficile  show  in  vitro  production 
of  a cytopathic  toxin  that  appears  to  be  identical 
to  that  noted  with  direct  analysis  of  the  stools 
from  afflicted  patients.25  This  includes  biochemi- 
cal purification  of  the  cytotoxin  in  stool  and 
broth  cultures  of  the  organism,  which  shows  that 
the  toxins  from  the  respective  sources  are  identi- 
cal in  physical-chemical  properties,  and  both  are 
neutralized  with  the  same  antitoxin  preparations.26 
Finally,  stools  from  afflicted  patients,  broth  cul- 
tures of  Clostridium  difficile,  and  partially  purified 
toxin  all  produce  an  identical  form  of  colitis  with 
intracecal  injection  in  experimental  animals.2628 

Epidemiologic  Considerations 

Current  evidence  suggests  that  Clostridium  diffi- 
cile is  a transferable  agent  The  evidence  to  sup- 
port this  contention  is  based  on  epidemiologic 
studies  which  show  focal  outbreaks  of  antibiotic- 
associated  diarrhea  in  which  the  previously  noted 
toxin  is  implicated.  In  our  experience  there  have 
been  clusters  of  three  to  eight  cases  in  at  least 
four  hospitals;  two  pairs  of  siblings  developed 
pseudomembranous  colitis  concurrently,  and  one 
patient  developed  PMC  shortly  after  occupying 
the  room  of  a previous  patient  with  this  compli- 
cation. Environmental  cultures  have  shown  ex- 
tensive contamination  of  the  hospital  room  in 
patients  with  C.  <i/j^za7e-associated  diarrhea.29  The 
most  impressive  evidence  for  transferable  spread 
is  the  experience  of  the  General  Hospital  in  Bir- 
mingham, England,  where  there  is  an  ongoing 
epidemic  of  toxin-associated  diarrhea  associated 
with  antibiotic  usage.  Investigators  at  this  hos- 
pital have  reported  66  cases  from  two  surgical 
wards  during  a three-year  period  of  study.13  These 
observations  suggest  that  C.  difficile  may  be  ac- 
quired from  environmental  sources.  Appropriate 
measures  to  control  hospital  acquisition  of  C. 
difficile  have  not  been  determined,  but  many 
authorities  advocate  patient  isolation  and  enteric 
precautions. 
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Treatment 

The  most  important  form  of  therapy  in  the 
diarrheal  complications  of  antibiotic  usage  is  the 
prompt  discontinuation  of  the  implicated  agent. 
With  most  patients,  and  especially  those  with 
the  mild  forms  of  disease,  there  will  be  a gradual 
resolution  over  the  next  several  days.  This  option 
is  obviously  not  available  for  patients  who  have 
noted  the  onset  of  symptoms  after  the  antibiotic 
has  already  been  discontinued,  and  it  is  these 
individuals  who  are  often  prone  to  more  serious 
forms  of  the  complication.3  Patients  who  have 
persistent  or  severe  diarrhea,  or  have  other  com- 
plicating medical  conditions,  may  require  intra- 
venous fluid  support  to  correct  electrolyte  im- 
balance and  fluid  losses.  Antiperistaltic  drugs, 
such  as  Lomotil,  are  contraindicated  since  this 
appears  to  provide  only  a temporary  resolution 
of  symptoms  and  actually  increases  the  severity 
of  the  disease  process.30  This  observation  may 
be  comparable  to  the  experience  with  other  enteric 
pathogens  such  as  shigellosis,  where  antiperistal- 
tic agents  appear  to  perpetuate  the  disease  pro- 
cess and  prolong  carriage  of  the  responsible 
organism.  Corticosteroids  have  been  suggested 
for  patients  who  have  the  more  serious  forms  of 
antibiotic-associated  colitis,  and  anecdotal  reports 
provide  some  supporting  evidence  for  efficacy. 
The  results,  however,  are  variable;  the  mechanism 
of  action  is  obscure,  and  there  are  no  properly 
controlled  trials.  Attempts  to  replace  the  colonic 
flora  with  either  lactobacilli  or  fecal  enemas  are 
theoretically  attractive,  but  not  adequately  tested. 

Specific  forms  of  treatment  are  currently  avail- 
able only  for  the  diarrheal  complications  in  which 
Clostridium  difficile  is  responsible.  The  most 
extensively  tested  drug  at  present  is  oral  vancomy- 
cin. The  theoretical  justification  for  this  agent 
is  based  on  the  facts  that  all  strains  of  Clostridium 
difficile  are  susceptible,  that  oral  administration 
results  in  extremely  high  levels  of  vancomycin  in 
the  colonic  lumen,  and  that  vancomycin  is  poorly 
absorbed  when  given  by  moqyth  so  that  systemic 
side  effects  have  not  been  noted.  Studies  using 
oral  vancomycin  in  patients  with  Clostridium 
difficile  toxin  associated  diarrhea  have  shown  that 
the  vast  majority  have  an  impressive  response  to 
treatment.10’31'33  (Table  2)  The  usual  dosage  is 
125  or  500  mg  four  times  daily  for  five  to  14 


TABLE  2 

ANTIBIOTIC-ASSOCIATED  DIARRHEA  OR  COLITIS 
DUE  TO  CLOSTRIDIUM  DIFFICILE: 
RESPONSE  TO  ORAL  VANCOMYCIN 

Number  treated  90 

Number  with  good  initial 

response  87  (97%) 

Number  with  relapse  17/87  (19%) 

days.  Most  patients  will  show  a prompt  resolu- 
tion of  systemic  findings  such  as  fever  and  toxicity. 
The  diarrhea  often  clears  more  gradually  over 
a period  of  three  to  ten  days,  the  average  in  our 
experience  being  4.5  days  after  the  institution  of 
treatment. 

The  major  problems  associated  with  vancomy- 
cin therapy  are  the  high  cost  and  relatively  high 
incidence  of  relapse  after  the  drug  has  been  dis- 
continued. Recent  studies  indicate  that  15  to  20 
percent  of  patients  will  show  a good  therapeutic 
response  only  to  have  a recurrence  of  diarrhea 
with  or  without  pseudomembrane  formation  at 
five  to  20  days  after  vancomycin  has  been  dis- 
continued.33 It  should  be  noted  that  this  form 
of  relapsing  disease  is  not  a component  of  the 
natural  history  of  Clostridium  difficile -induced 
diarrhea  so  that  patients  who  have  resolution  of 
symptoms  without  vancomycin  treatment  appear 
to  be  free  of  recurrences.  The  incidence  of  re- 
lapse does  not  appear  to  correlate  with  the  dosage 
of  vancomycin  nor  the  duration  of  treatment. 
Studies  at  the  time  of  relapse  show  that  the 
presence  of  the  cytotoxin  in  stool  and  cultures 
of  these  specimens  yield  vancomycin-sensitive 
strains  of  Clostridium  difficile.  The  possible 
mechanisms  of  relapse  are  reacquisition  of  Clos- 
tridium difficile  from  an  extraneous  source  or  the 
failure  to  eliminate  the  organism  because  of  spore 
formation  in  the  gastrointestinal  tract.  Studies  in 
monocontaminated  germ-free  animals  support  the 
latter  mechanism.34  In  these  studies,  vancomy- 
cin therapy  produced  a reduction  in  the  vegetative 
forms  and  eliminated  the  toxin,  but  high  counts 
of  spores  persisted  and  toxin  production  resumed 
when  the  drug  was  discontinued. 

Alternative  antimicrobials  that  have  been  used 
in  the  therapy  of  Clostridium  difficile- associated 
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diarrhea  and  colitis  are  metronidazole  and  oral 
bacitracin.35-36  At  present,  the  experience  with 
these  drugs  is  limited,  and  there  is  no  reason  to 
think  they  will  obviate  the  problem  of  relapse  if 
the  previously  noted  mechanism  is  correct. 

Another  form  of  therapy  is  cholestyramine, 
which  is  an  anion  exchange  resin  that  possesses 
no  antibiotic  activity  but  binds  the  toxin  produced 
by  Clostridium  difficile .37  The  usual  dose  is  4 
grams  three  or  four  times  daily  for  five  days.  This 
agent  is  less  expensive  than  vancomycin,  and  pa- 
tients who  respond  do  not  appear  to  be  subject 
to  relapsing  disease.  The  available  evidence,  how- 
ever, suggests  that  it  is  less  successful  than  van- 
comycin and  should  not  be  used  as  a first-line 
drug  for  patients  who  are  seriously  ill.38  It  is 
theoretically  attractive  to  consider  the  use  of  both 
vancomycin  and  cholestyramine  concurrently 
since  the  former  drug  would  inhibit  the  organism 
while  the  second  would  presumably  bind  pre- 
formed toxin.  This  approach  is  complicated  by 
the  fact  that  cholestyramine  also  binds  vancomy- 
cin so  that  the  levels  of  biologically  active  anti- 
biotic in  the  colon  are  markedly  reduced.37  There- 
fore, if  the  two  drugs  are  used  concurrently,  it  is 
advisable  to  use  the  higher  dosage  of  vancomycin 
and  give  the  two  agents  at  different  times. 

Management 

Antibiotic-associated  diarrhea  or  colitis  should 
be  suspected  in  any  patient  who  develops  diarrhea 
either  during  or  within  four  to  six  weeks  after 
a course  of  antibiotic  treatment.  As  previously 
noted,  virtually  all  drugs  with  an  antibacterial 
spectrum  have  been  implicated.  Once  this  mech- 
anism becomes  a serious  consideration  there  are 
two  diagnostic  approaches.  The  first  is  a defini- 
tion of  the  anatomical  changes  which  is  most 
easily  done  with  endoscopy.  Care  should  be  ex- 
ercised to  carefully  wipe  mucus  from  the  mucosal 
surface  in  order  to  visualize  and  biopsy  the  ap- 
propriate lesion.  Experience  with  endoscopy 
shows  that  most  patients  with  antibiotic- associated 
colitis  have  involvement  of  the  entire  colonic 
mucosa.  Occasionally  patients  will,  however,  have 
segmental  lesions  restricted  to  the  right  side 
necessitating  colonoscopy  for  observation.39  As 
endoscopy  is  an  expensive  and  unpleasant  pro- 
cedure, it  is  our  practice  to  restrict  endoscopy  to 
patients  who  have  systemic  findings  or  persistent 
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diarrhea  after  the  antibiotic  has  been  discontinued, 
or  patients  in  whom  the  etiology  of  diarrhea  is 
obscure  after  more  simple  tests  have  been  per- 
formed. 

The  second  type  of  test  is  the  tissue  culture 
assay  to  detect  Clostridium  difficile  cytotoxin, 
which  provides  an  etiologic  diagnosis.  At  the 
present  time,  this  organism  is  the  only  recognized 
pathogen  in  antibiotic-associated  diarrhea  or  co- 
litis; detection  of  this  toxin  provides  confirma- 
tory evidence  to  support  the  use  of  specific  forms 
of  treatment  regardless  of  the  anatomical  findings. 
It  is  for  this  reason  that  we  consider  the  tissue 
culture  assay  to*  be  more  important  than  en- 
doscopy. Unfortunately,  at  the  present  time,  there 
are  relatively  few  laboratories  that  perform  the 
assay  so  specimens  must  often  be  sent  to  refer- 
ence laboratories  which  may  be  located  at  distant 
sites.  Stool  cultures  to  detect  Clostridium  difficile 
are  not  advised  as  most  laboratories  are  not  pre- 
pared to  cope  with  the  fastidious  microbiology 
techniques  required  and  there  is  often  a lengthy 
delay  in  results.  The  best  correlation  with  the 
disease  process  has  been  with  the  toxin  rather  than 
the  presence  of  the  organism.  Lacking  the  tissue 
culture  assay,  the  data  in  Table  1 would  indicate 
that  Clostridium  difficile  may  be  implicated  with 
reasonable  assurance  in  any  patient  who  has 
pseudomembrane  formation  associated  with  anti- 
biotic usage. 

Specific  forms  of  treatment  directed  at  a recog- 
nized etiologic  mechanism  are  available  only  for 
cases  in  which  Clostridium  difficile  and  its  toxin 
are  implicated.  As  previously  noted,  some  pa- 
tients improve  rapidly  and  spontaneously  with 
no  treatment.  Thus,  discontinuation  of  the  impli- 
cated antimicrobial,  with  watchful  waiting,  may 
be  appropriate  for  many  patients  who  are  less 
seriously  ill.  Therapeutic  options  for  the  patients 
who  have  persistent  or  severe  diarrhea  include 
cholestyramine,  vancomycin,  bacitracin,  or  me- 
tronidazole. A trial  of  cholestyramine  is  often 
advocated  in  patients  who  do  not  have  serious 
complications  since  this  drug  is  relatively  cheap 
and  not  associated  with  relapse.  Antibiotic  treat- 
ment is  advocated  for  patients  who  are  more 
seriously  ill  or  who  fail  to  respond  to  cholestyra- 
mine treatment.  The  most  extensive  experience 
to  date  has  been  with  oral  vancomycin,  which 
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has  proven  extremely  effective  in  nearly  all  pa- 
tients. The  usual  dose  of  vancomycin  is  125  or 
500  ml  four  times  a day  for  five  to  14  days.  The 
recommended  bacitracin  regimen  is  25,000  units 
(500  mg)  given  orally  four  times  a day.  This 
drug  is  similar  to  oral  vancomycin  in  that  it  is 
active  against  virtually  all  strains  of  Clostridium 
difficile,  it  is  not  absorbed  when  given  orally  so 
that  high  levels  are  achieved  in  the  colon,  and 
systemic  toxicity  is  not  anticipated.  This  drug 
is  cheaper  than  vancomycin,  but  the  experience 
to  date  is  far  more  limited.  There  is  also  a 
limited  experience  with  metronidazole,  and  there 
are  theoretical  objections  to  this  agent  based  on 
the  facts  that  metronidazole  is  well  absorbed  when 
given  orally,  colonic  levels  are  modest,  and  we 
have  experienced  two  patients  with  antibiotic- 
associated  colitis  due  to  Clostridium  difficile  in 
whom  metronidazole  was  clearly  implicated  as  the 
causative  agent.40 

The  appropriate  approach  for  patients  > ho 
have  relapsed  after  antibiotic  treatment  of  Clos- 
tridium difficile- induced  diarrhea  or  colitis  is  not 
clear.  Patients  with  relatively  mild  symptoma- 
tology should  be  watched  or  treated  with  choles- 
tyramine. More  seriously  ill  patients  and  those 
who  do  not  respond  to  cholestyramine  should 
probably  receive  another  course  of  vancomycin 
or  bacitracin.  The  incidence  of  relapse  of  Clos- 
tridium difficile-mduc&d  colitis  or  diarrhea  with 
repeated  courses  of  vancomycin  is  20  to  30  per- 
cent. Another  approach  is  to  give  these  drugs 
and  then  follow  this  with  a course  of  oral  choles- 
tyramine at  the  completion.  The  theoretical  ad- 
vantage of  this  approach  is  that  the  antimicrobial 
will  inhibit  the  organism  while  the  anion  exchange 
resin  will  presumably  inactivate  the  toxin,  provid- 
ing an  opportunity  for  the  normal  flora  to  re- 
establish. Our  experience  with  this  approach  is 
limited  to  three  patients  with  three  to  five  relapses 
following  repeated  courses  of  vancomycin,  but  it 
was  successful  in  all  three  instances. 
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MEASURING  MEDICAL  EDUCATION  2nd  edition, 
by  John  P.  Hubbard,  M.D.,  Lea  and  Febiger,  Phila- 
delphia, 1978.  187  pp.  Price  $12.00. 

This  book  is  divided  into  two  parts:  the  first 
116  pages  are  a historical  review  and  explanation 
of  the  operations  of  the  National  Board  of  Medi- 
cal Examiners,  and  the  second  portion  consists  of 
60  pages  of  sample  questions  and  problems  taken 
from  National  Board  examinations.  The  narra- 
tive is  very  condensed  and  makes  slow  reading 
but  tells  some  fascinating  stories. 

Doctors  in  colonial  times  had  little  or  no  formal 
education.  The  better  ones  spent  a few  years 
apprenticed  to  an  established  physician.  As 
schools  developed,  their  diplomas  were  accepted 
as  licenses  to  practice;  however,  the  schools  were 
run  for  profit,  and  the  more  people  a school  could 
graduate  (and  license),  the  more  money  it  made. 
Licensing  was  soon  taken  over  by  State  Boards, 
though  as  early  as  1846,  a year  before  the  AMA 
was  founded,  there  was  a proposal  for  a national 
examining  and  accrediting  board.  In  1902  Dr. 
William  Rodman  proposed  in  an  editorial  in  the 
JAMA  that  a National  Board  of  Medical  Ex- 
aminers be  formed,  but  this  was  rejected  time 
after  time  by  the  State  Licensing  Boards  and  the 
AMA.  Finally  in  1915,  at  his  inauguration  as 
President  of  the  AMA,  Dr.  Rodman  announced 
that  a National  Board  of  Medical  Examiners  had 
been  formed.  Eight  state  boards  agreed  at  once 
to  accept  its  certification,  and  others  quickly  fol- 
lowed. There  were  32  applicants  for  the  first 
examination.  Only  16  were  considered  qualified 
and  worthy  to  take  it.  Ten  showed  up  for  it. 
The  examination  lasted  a week.  Five  passed. 
By  1920  the  three-part  examination  was  accepted 
for  licensure  in  43  states,  and  it  has  gone  on 
from  there. 

The  book  describes  how  and  why  the  Board 


got  into  objective  (multiple  choice)  types  of  ex- 
amination, how  questions  are  developed  and  vali- 
dated, how  exams  are  scored,  and  a host  of  other 
things  that  most  of  us  take  for  granted.  The 
development  of  examinations  has  become  a highly 
sophisticated  science,  and  the  book  should  be 
“must”  reading  for  anyone  who  is  skeptical  or 
doubtful  and  still  keeps  an  open  mind  on  the 
subject.  The  National  Board  examinations  are  now 
only  a small  part  of  the  Board’s  testing  activity, 
and  it  can  and  does  develop  tests  of  all  degrees  of 
difficulty  for  many  physician  groups,  specialty 
boards,  the  government,  and  a number  of  para- 
professionals  in  health  fields.  The  Board  is  an  im- 
pressive organization  and  has  played  a strong 
role  in  setting  high  standards  for  US  medical  prac- 
tice and,  through  the  ECFMG  examinations,  for 
the  whole  world;  however,  it  still  has  not  found 
a way  to  test  ethics,  attitudes,  and  who  will  or 
won’t  get  out  of  a warm  bed  on  a cold  night 
for  his  or  her  patients.  That  moment  of  truth 
comes  later,  in  practice. 

E.  Wayne  Martz,  M.D. 
% *js 

THE  ROLE  OF  THE  HEALTH  PRACTITIONER  IN 
FAMILY  RELATIONSHIPS:  Sexual  and  Marital  Issues 
edited  by  Eugenia  L.  Gullick,  Ph.D.,  and  Steven  F. 
Peed,  Ph.D.,  Technomic  Publishing  Company,  West- 
port,  Connecticut,  1978.  143  pp.  Price  $15.00. 

The  areas  of  medical  knowledge  that  physi- 
cians are  the  most  deficient  in  are  matters  re- 
lated to  sexual  dysfunction.  The  reasons  for  this 
are  manyfold.  Discussion  of  the  topic  usually 
produces  much  anxiety  in  both  the  patient  and 
the  physician.  It  therefore  requires  initiative  and 
tact  to  get  a meaningful  history.  Furthemore,  the 
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body  of  knowledge  necessary  for  successful  inter- 
vention has  heretofore  been  meager.  In  recent 
years  there  has  been  an  increased  interest  in  hu- 
man sexuality.  People  are  more  conscious  of  their 
sexual  dysfunctions  and  are  turning  more  and 
more  to  physicians  as  their  resource. 

This  work  is  a concise  introduction  which  can 
help  provide  a rational  approach  to  these  prob- 
lems. The  text  is  divided  into  twelve  chapters, 
each  written  by  a different  contributor.  The  topics 
range  from  conducting  the  interview  about  sexual 
functioning  to  definitions,  etiology,  and  treatment 
considerations. 

There  is  an  adequate  discussion  of  the  physi- 
ology of  sexual  intercourse,  along  with  a basic 
description  of  the  organic  pathology  which  dis- 
rupts it.  The  text  also  explores  the  effect  of 
aging  on  sex  and  clarifies  common  misconcep- 
tions. 

The  discussion  of  treatment  gives  the  practi- 
tioner some  basic  therapies  for  the  more  common 
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problems.  For  instance,  there  is  a section  on  the 
various  methods  for  treatment  of  premature  ejacu- 
lation. Explored  are  what  the  role  of  the  sex 
therapist  is,  who  therapists  are,  and  when  a pa- 
tient should  be  referred. 

In  conclusion,  this  is  a valuable  text  for  any 
health  care  professional  who  comes  into  contact 
with  patients  suffering  from  difficulties  with  sexu- 
ality. 

John  M.  Yindra,  M.D. 

Dr.  Yindra  is  a second-year  resident  in  the  Department  of  Family 
Practice  at  the  Wilmington  Medical  Center. 

US  US  US 

INSECT  CLOCKS  by  D.  S.  Saunders,  Pergamon 
Press,  Inc.,  Elmsford,  New  York,  1976.  279  pp. 
Illus.  Price  $25.00. 

It  is  hard  to  confess  that  I dawdled  over  the 
review  of  this  book  for  several  months.  Dear 
Editor,  I am  sorry! 

Why?  Well,  it  certainly  wasn’t  the  length  of 
the  work — only  279  pages;  nor  the  attractive  red 
cover,  its  stout  pages  and  easily-read  print;  neither 
was  it  the  appendices  (which  contained  a com- 
plete glossary  of  technical  terminology)  followed 
by  a thorough  index,  and  700  alphabetically  ar- 
ranged references  on  biological  clocks. 

At  the  beginning  of  the  book,  I found  the 
“Preface”  and  “Chapter  1”  beautifully  written. 
Surely,  Dr.  D.  S.  Saunders  seemed  more  a poet 
than  an  entomologist — he  must  have  used  these 
portions  as  orations,  and  slaved  over  their  con- 
struction like  a maker  of  fine  watches.  One  ap- 
preciates such  writing,  known  in  neurology  as 
“British  Type.” 

Assuming  all  this,  then  why  did  I dawdle? 
Exhaustion,  really.  Beginning  at  Chapter  2 and 
through  Chapter  9,  I was  inundated  by  the  spe- 
cialized-scholarly rendition,  so  many  figures, 
graphs  and  technical  analyses  that  I would  have 
had  to  be  a research  fellow,  many  years  into 
“clocks,”  just  to  understand  the  jargon,  much  less 
grapple  with  such  a mass  of  scientific  data.  I 
said  to  myself,  “After  over  20  years  of  handling 
bees  (I  dig  right  in,  often  without  smoker  or  veil), 

Del  Med  Jrl,  Sept  1980 — Vol  52,  No  9 


Book  Reviews 


man,  you  ought  to  be  an  avid  reader  of  Dr. 
Saunders’  good  book.” 

Alas,  I finally  admitted  to  myself  that  I am  not 
a researcher  of  the  great  numbers  of  insects  men- 
tioned in  the  book.  With  but  one  exception,  I was 
completely  lost  after  Chapter  2.  While  plowing 
along,  my  interest  bloomed  upon  reading 
the  last  chapter — Chapter  10,  “The  Anatomical 
Location  of  Photoreceptors  and  Clocks.”  What 
exoitement!  My  neuroanatomist’s  brain  ran  wild! 

The  author  reiterated  that  various  types  of  bio- 
logical rhythm  “clocks”  reside  in  the  compound 
eyes  of  certain  insects,  in  the  optic  lobes  (just  be- 
hind the  retina)  in  others,  or  in  the  entire  brain. 
The  latter  was  not  broken  down  and  described 
in  terms  of  “forebrain,  midbrain,  hindbrain,  etc.” 
as  is  done  in  our  mammalian  brain  anatomy. 
Well,  I got  excited  when  I began  to  compare 
the  optic  Jobe  function  of  Insecta  with  what  we 
know  of  our  primitive  limbic  lobe,  the  portions 
of  our  brain  which  surround  the  third  ventricle. 
I imagined  how  much  more  entomologists  might 
learn  when  they  begin  to  sniff  around  the  various 
ganglia  posterior  to  insect  “brains,”  which  perhaps 
correlate  with  our  medulla  oblongota,  where  we 
“really  live.”  It  is  the  part  of  the  brain  in  which 
stress  dies  last,  our  “court  of  last  appeal.”  At 
least,  my  mind  ran  wild,  and  I hope  some  day  to 
sit  and  have  a couple  of  good  stiff  draughts  with 
Professor  Saunders,  so  I can  listen  to  him  take 
me  to  task  for  comparing  the  fantastic  brain  of 
Insecta  with  the  incognizable  central  nervous  sys- 
tem of  homo  sapiens. 

Dewey  A.  Nelson,  M.D. 

% 

HANDBOOK  FOR  THE  YOUNG  ATHLETE  by  Nathan 
Smith,  M.D.,  Bruce  Ogilvie,  Ph.D.,  William  Haskell, 
Ph.D.,  and  Bob  Gaillard,  Bull  Publishing  Company, 
Palo  Alto,  California,  1978.  201  pp.  Illus.  Price 
$4.95.  Paperback. 

This  book  is  appropriately  titled.  It  is  directed 
to  the  young  athlete,  the  coaches,  and  the  parents 
of  high  school  athletes. 

Its  strength  is  in  the  nutrition  and  injuries  sec- 
tions written  by  Nathan  Smith,  M.D.  Dr.  Smith 
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is  succinct  and  not  afraid  to  criticize  fads  like 
Dr.  Atkins’  Diet  Revolution,  the  Zen  Macrobiotic, 
and  the  Fruitarian  diets.  He  explains  why  Ameri- 
can athletes  have  the  most  expensive  urine  in 
the  world  and  why  continued  cryotherapy  for 
sprained  ankles  is  much  better  than  heat.  He 
explains  the  basics  of  care  for  athletes  in  a read- 
able fashion. 

Other  sections  offer  basic  information  on  col- 
lege recruiting,  women  in  sports,  and  physical 
fitness  and  training.  A physician  would  be  safe 
in  recommending  this  handbook  to  his  interested 
adolescent  athletes. 

John  E.  Hocutt,  Jr.,  M.D. 
% % 

ATLAS  OF  ENDOCRINE  DISEASES  by  Jerzy  Koso- 

wicz,  The  Charles  Press  Publishers,  Inc.,  Bowie, 
Maryland,  1978.  364  pp.  Illus.  Price  $26.00. 

COLOR  ATLAS  OF  ENDOCRINOLOGY  by  Reginald 
Hall,  David  Evered,  and  Raymond  Greene,  Year 
Book  Medical  Publishers,  Inc.,  Chicago,  1979.  175 
pp.  Illus.  Price  $45.00. 
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Classically,  endocrinology  disorders  were  recog- 
nized by  clinicians  in  their  advanced  stages. 
Laboratory  confirmation  of  the  diagnosis  of  most 
disorders  was  difficult  to  obtain,  and  the  crude 
tests  available  were  more  of  academic  interest 
than  of  practical  concern. 

With  the  availability  of  more  refined  testing, 
including  radioimmunoassay  for  almost  all  im- 
portant hormones,  most  endocrinologic  disorders 
are  diagnosed  at  a much  earlier  stage.  Conse- 
quently, florid  manifestations  of  endocrine  dis- 
orders are  rarely  seen  by  modern  physicians. 
The  Atlas  of  Endocrine  Diseases  therefore  will 
be  of  interest  to  practitioners  and  medical  students 
who  are  trying  to  learn  more  about  the  pheno- 
typic aspects  of  endocrine  disorders. 

Although  this  is  a physically  imposing  book, 
it  is  largely  composed  of  black  and  white  photo- 
graphs of  patients  with  various  endocrinologic 
conditions,  also  including  many  roetgenographic 
and  electrocardiographic  representations  obtained 
from  these  patients.  The  text  is  scant  and  con- 
tains only  a brief  synopsis  of  the  history,  symp- 


toms, and  signs  that  would  be  expected  for  pa- 
tients with  these  disorders.  A minimum  of  labo- 
ratory test  results  and  little  or  no  information  on 
how  to  make  a laboratory  diagnosis  of  these  dis- 
orders are  included  in  the  text.  It  is  easily  com- 
prehensible but  the  actual  volume  of  information 
in  this  book  is  not  as  much  as  might  be  expected 
from  its  size.  References  at  the  end  of  the  book 
are  largely  from  the  1950’s  and  1960’s. 

A comparable  book  to  the  Atlas  of  Endocrine 
Diseases  is  the  Color  Atlas  of  Endocrinology. 
This  is  a smaller  book  and  contains  much  better 
pictures  printed  in  color  on  glossy  paper.  The 
Color  Atlas  is  probably  more  current  and  contains 
a more  diverse  collection  of  disorders  than  the 
other  volume.  There  is  a minimal  amount  of 
physiologic  discussion  of  the  disorders,  and  no 
laboratory  discussion  or  references  are  included. 
Neither  of  these  books  could  be  used  as  a basic 
endocrinology  text,  and  the  rather  imposing  price 
of  the  Color  Atlas  combined  with  its  small  size 
makes  it  unlikely  that  many  individuals  will  pur- 
chase it. 

Nonetheless,  these  books  both  contain  a volume 
of  experience  in  identifying  the  phenotypic  charac- 
teristics of  endocrine  disorders  that  simply  cannot 
be  gained  in  the  clinical  setting  anymore. 

Although  these  books  cover  the  same  material, 
they  are  complementary  rather  than  competitive. 
They  should  be  part  of  every  major  medical 
library  because  of  their  usefulness  in  teaching 
aspects  of  physical  diagnoses  to  medical  students 
and  clinicians. 

ANNUAL  REVIEW  OF  MEDICINE:  Selected  Topics 
in  the  Clinical  Sciences,  Volume  31,  1980,  edited 
by  William  P.  Creger,  Annual  Reviews,  Inc.,  Palo 
Alto,  California,  1980.  569  pp.  I ! I us.  Price  $17.00. 

Readers  not  familiar  with  the  Annual  Review 
of  Medicine  might  assume  that  a book  with  this 
title  would  contain  a complete  listing  of  the  ad- 
vances in  medicine  recognized  over  the  last  year. 
Such  is  not  the  case.  Rather  than  being  a dry 
compilation  of  the  literature,  this  is  a surprisingly 
pleasant  collection  of  essays  on  a diverse  group 
of  clinical  topics.  Most  of  these  essays  are  very 
readable  and  contain  thought-provoking  ideas  on 
Continued  on  page  511 
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THE  RETIRED  PATIENT: 
BOREDOM,  FEARS,  AND  SUICIDE 


Charles  Strahan,  Jr.,  M.D. 


Introduction 

“It  seems  like  I was  just  here  last  week  speak- 
ing with  you.”  A quickened  perception  of  time 
is  characteristic  of  the  aging  human  being.  For 
a great  many,  time  speeds  up  so  that  days  and 
nights  and  even  months  and  years  fly  by  like  an 
express  train.  Perhaps  I should  rather  say  “like 
a jet  airliner,”  the  days  of  express  trains  having 
long  since  vanished.  That  is  also  a problem  of 
the  aging  individual:  old  familiar  patterns  change 
and  vanish. 

The  aging  of  the  human  is  a very  gradual 
process.  Mind  and  body  have  a chance  to  accom- 
modate to  the  change,  to  make  new  inroads, 
gradually  and  slowly.  It’s  as  if  one  were  watching 
a slow  motion  movie;  there  are  no  sudden  shocks. 

Retired  patients  as  a group  pose  special  prob- 
lems. It  is  now  common  knowledge  that  when 
employees  reach  age  65  (now  recently  advanced 
to  70;  you  see  there  are  changes  for  the  better), 
they  will  have  to  give  up  their  lifelong  work  that 
has  been  enjoyed  or  suffered  through  for  the  past 
20  to  40  years.  But  a large  number  of  individuals 
repress  the  idea  of  retirement  and  do  not  think 
about  it  until  they  are  actually  forced  to  face  the 
reality.  I suppose  it  is  similar  to  the  idea  of  death 
that  hangs  over  all  of  our  heads  all  of  our  life. 

Dr.  Strahan  is  a Senior  Member  in  the  Department  of  Psychiatry 
at  The  Wilmington  Medical  Center,  Wilmington,  Delaware. 

This  paper  was  adapted  from  Dr.  Strahan’s  presentation  which 
was  part  of  a course  sponsored  by  the  Delaware  Academy  of  Family 
Physicians  in  Wilmington,  Delaware. 


Though  we  aren’t  preoccupied  with  death,  we  re- 
press it  as  an  idea.  When  we  are  forced  to  face 
it  by  some  sudden  event,  we  again  turn  our  atten- 
tion to  death,  but  even  then  not  for  long. 

When  retirement  day  comes,  the  comments  by 
fellow  workers,  the  retirement  dinner,  and  the 
gifts  quickly  pass.  (“Here  is  an  easy  chair  where 
you  can  spend  your  days  at  leisure.”  “Here’s  the 
set  of  golf  clubs  that  will  make  your  days  more 
pleasant.”  “Here’s  a set  of  tools  that  will  help 
you  pass  the  time.”  And  let’s  not  forget  the  in- 
evitable gold  watch,  engraved  suitably,  of  course, 
for  a job  well  done.)  And  then  tomorrow  comes 
and  with  it  new  events.  The  clock  doesn’t  have 
to  be  set;  no  hurried  toast  and  coffee  to  meet  the 
ride.  Isn’t  life  going  to  be  good,  no  more  head- 
aches, no  time  schedules  to  meet?  Isn’t  this  going 
to  be  great!  Well,  is  it? 

For  some  retired  individuals,  it  will  be,  but  for 
others  life  becomes  day  of  emptiness  and  worry, 
days  of  wondering  where  the  time  has  gone 
and  what  one  can  do  to  use  new  freedom  suddenly 
acquired.  We  are  now  focusing  on  the  retired 
person  who  can’t  cope  with  his  retirement. 

The  retired  person  who  is  getting  into  trouble 
may  not  at  first  be  obvious  for  his  trouble  can 
be  very  subtle.  Often  a signal  comes  from  his 
wife  or  other  close  relatives.  (“He  seems 
changed.”  “He  appears  bored.”  “He  complains 
of  being  tired  all  the  time.”  “He  never  used  to 
sleep  in  the  daytime.”  “He  follows  me  around  like 
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a puppy  as  if  he  is  lost.”)  And  if  faced  with  these 
statements,  the  patient  will  often  still  deny  that 
there  are  any  problems;  he  wants  to  save  face. 

One  of  the  most  difficult  things  any  person 
has  to  do  is  to  face  the  fact  that  he  is  in  trouble 
psychologically.  It  is  seen  as  a weakness,  a 
failure  on  his  part,  a letting  down  of  his  family. 
He  does  not  recognize  that  this  is  as  serious  a 
disease  process  as  a broken  leg;  he  sees  it  as 
shameful.  Yet  he  may  be  forced  by  the  severity 
of  his  symptoms  to  admit  the  problems  and  at- 
tempt to  do  something  about  them. 

Examples 

Mr.  Y was  a professional  scientist  who  had 
worked  long  and  faithfully  at  his  job  at  a local 
chemical  firm.  Early  in  his  life  he  was  very 
ambitious  and  secretly  entertained  ideas  that  may- 
be he  was  even  Nobel  Prize  material.  (In  our 
geographic  area,  a Nobel  Prize  complex  is  not 
unusual.) 

Although  the  official  time  to  be  at  work  was  at 
8:30  a.m.,  Mr.  Y was  always  there  at  7:30.  He 
did  a good  job  and  slowly  advanced,  but  as  in  all 
large  corporations  the  pyramid  of  selection  for 
advancement  gets  steeper  and  steeper  as  one 
moves  to  the  zenith.  Mr.  Y gradually  recognized 
that  he  was  not  going  to  attain  the  level  he  felt 
he  should.  He  was  well  paid,  but  his  job  became 
boring  and  he  often  wished  that  he  could  get  out 
of  it  and  do  something  else.  He  felt  locked  in  in 
spite  of  making  an  excellent  living.  He  was 
resigned  to  work  until  retirement,  which  he  did. 

Although  he  was  an  intelligent  and  educated 
man,  Mr.  Y had  few  interests  outside  of  his  work. 
He  manicured  his  lawn,  had  a few  roses,  and 
would  go  out  with  his  wife  for  a social  dinner 
occasionally,  but  most  of  his  emotional  income 
had  come  from  his  work,  and  now  that  had 
vanished.  He  felt  lost  and  bored.  How  much 
lawn  cutting  and  rose  pruning  can  one  do? 

He  attempted  to  try  new  things,  but  his  interest 
was  not  sustained.  All  of  his  interest  and  energies 
had  gone  into  the  technical  aspects  of  his  work, 
and  now  there  was  no  call  for  these  skills.  He 
tried  to  help  his  wife,  but  she  hadn’t  retired;  she 
had  her  own  routine,  and  occasionally  he  felt  that 
he  was  in  her  way.  Gradually  he  began  to  lose 


his  appetite  and  lost  whatever  little  interest  he 
had  had  in  his  environment.  He  began  to  wake 
early  in  the  morning.  He  slowed  in  his  move- 
ments and  speech.  It  was  only  when  his  wife 
became  convinced  of  these  changes  and  urged 
him  to  visit  his  physician  that  he  did  so. 

When  the  initial  inquiry  was  made  as  to  why 
he  was  coming  for  a visit,  he  replied  that  he  didn’t 
have  any  problems.  Actually,  he  knew  he  did, 
but  he  felt  that  to  let  anyone  else  know  was 
shameful  and  would  be  revealing  a weakness. 
After  all,  a competent  person  can  control  his 
feelings  and  certainly  doesn’t  need  anyone’s  shoul- 
der to  cry  on.  He  stated  that  he  had  only  come 
because  his  wife  felt  he  needed  a checkup.  Here 
we  see  again  the  need  to  deny;  it’s  his  wife’s  idea 
that  he  see  a psychiatrist,  not  his. 

Boredom 

There  are  other  potholes  that  some  of  our 
retirees  encounter.  Everyone  knows  what  we 
mean  by  boredom,  ennui,  nothing  of  interest  to 
do,  etc.  If  we  are  to  examine  boredom  more 
closely,  we  must  first  start  with  the  dynamics 
behind  it.  Boredom  represents  inhibition.  Block- 
ing of  action  occurs  and  also  sometimes  of 
thought.  These  can  occur  for  a number  of  rea- 
sons, but  depression  is  the  number  one  culprit. 
An  individual  who  slides  into  a depression  with- 
draws a great  deal  of  his  feelings  and  interest 
from  his  environment  and  experiences  a sense  of 
uselessness  and  boredom  resulting  from  this  with- 
drawal. There  are  some  individuals  who  can’t 
exist  without  some  outside  person  or  plan  which 
leads  them  or  drives  them,  something  or  someone 
telling  them  what  to  do.  Left  to  their  own  devices 
such  persons  are  dull,  colorless,  and  empty;  the 
resultant  boredom  is  one  of  the  chief  signs  of 
their  total  problem. 

Fears 

How  do  fears  enter  into  the  world  of  the  re- 
tired patient?  When  we  speak  of  fears,  we  are 
not  talking  about  external  dangers,  but  about 
anxiety  and  its  intellectual  equivalent,  worry. 
Some  retired  persons  do  have  realistic  concerns 
which  need  to  be  faced  and  dealt  with.  We  are 
not  speaking  about  this  group  at  present,  but 
about  the  individuals  who  have  been  “worry 
warts”  all  of  their  lives.  These  anxiety-ridden 
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men  and  women,  obsessive-compulsive  charac- 
ters, often  “workaholics,”  are  sustained  by  their 
employment.  As  long  as  they  are  gainfully  em- 
ployed, getting  notice  and  approval  from  their 
work  (such  as  pay  checks,  commendation  from 
superiors,  raises,  etc.),  they  are  reassured.  With 
the  end  of  work  they  lose  this  support,  and  the 
symptoms  which  were  neutralized  by  their  long 
and  faithful  tasks  surface. 

It  is  said  that  in  the  time  of  horsedrawn  fire 
trucks,  old  fire  horses  were  retired  to  a lush 
green  pasture  to  spend  the  rest  of  their  days  in 
lovely  clover,  but  more  times  than  not  when  the 
bells  announced  a fire  in  the  vicinity,  the  old 
horses  would  jump  the  fence  and  race  to  the  fire. 
Some  of  our  retirees  react  in  very  much  the  same 
way.  On  work  days,  they  are  up  at  the  usual 
time,  but  they  have  no  place  to  go.  A patient 
once  related  to  me  how  the  first  Monday  after 
his  retirement,  he  rose,  showered,  shaved,  dressed, 
and  hurried  down  to  breakfast  as  he  had  done 
for  the  last  30  years.  In  the  kitchen  his  wife 
suddenly  broke  the  truth  to  him,  helping  undo 
his  temporary  denial  by  saying,  “Where  do  you 
think  you’re  going?” 

What  we  are  illustrating  by  these  examples  is 
that  retired  men  or  women  can  go  through  a 
period  of  mourning,  a period  of  loss  which  can 
appear  to  an  outside  observer  as  a genuine  de- 
pression. We  might  state  that  a healthy  human 
who  suffers  a loss  or  anything  in  which  he  has 
invested  feelings  and  interest  over  a period  of 
time — whether  it’s  a pet,  a loved  one,  or  a job — 
will  normally  experience  a mourning  period  pro- 
portional to  the  degree  and  amount  that  he  has 
invested  feelings  in  the  lost  object  or  objects. 
We  do  not  find  this  mourning  unusual  for  a 
limited  period  of  time,  but  if  it  continues  or  grows 
worse  instead  of  less  intense,  then  we  feel  justified 
in  labeling  it  a depressive  illness  which  needs 
treatment. 

Suicide 

The  most  serious  topic  to  be  discused  in  con- 
nection with  the  retired  patient  if  suicide.  Every 
year  5000  to  8000  Americans  over  the  age  of  65 
kill  themselves.  Although  the  elderly  make  up 
only  one-tenth  of  the  population,  they  account  for 
25%  of  the  total  number  of  reported  suicides. 


And  the  number  of  elderly  suicides  is  probably 
much  higher  than  reported  because  the  aged  can 
kill  themselves  in  ways  that  are  not  easily  detect- 
able, such  as  intentionally  neglecting  to  take  life 
sustaining  medicine. 

A picture  is  beginning  to  emerge  of  the  elderly 
suicide.  Understanding  his  motivations  suggests 
preventive  measures.  The  depression  that  leads 
to  suicide  is  in  many  oases  brought  on  by  an  ir- 
reversible progression  of  losses.  One’s  work  is 
gone,  and  so  are  long-time  friends.  A spouse  has 
died.  Children  have  moved  away.  As  memory 
fails,  even  the  past  is  lost.  Painful  illness  has 
replaced  physical  well-being.  Self-disdain  has 
replaced  self-esteem.  Hope  has  disappeared.  There 
is  a sense  of  passivity  and  helplessness. 

The  individual  least  likely  to  cope  successfully 
with  the  losses  of  old  age  appears  to  be  the  white 
male.  In  the  70  to  74  age  group,  white  men 
commit  suicide  at  a rate  nearly  three  times  higher 
than  that  of  non-white  men  and  nearly  five  times 
as  high  as  women  the  same  age.  Why?  The 
speculation  is  that  young  white  men  in  this  so- 
ciety are  able  to  achieve  more  than  members  of 
other  groups,  and  so  the  deprivation  of  old  age 
strikes  them  harder.  Dr.  Adrian  Ostfeld,  Pro- 
fessor of  Public  Health  at  Yale,  suggests  that  “A 
man  who  has  his  sense  of  self  confused  with  his 
work  may  come  to  think  of  himself  as  nothing 
when  the  work  is  gone.”  As  women  increasingly 
engage  in  previously  masculine  occupations,  it  is 
Dr.  Ostfeld’s  expectation  that  they  too  will  be 
more  vulnerable  to  suicide. 

There  is  a dramatic  difference  in  the  success 
rate  of  suicide  attempts  made  by  older  people 
and  those  made  by  younger  people.  Among 
adolescents,  there  are  seven  attempts  for  every 
actual  suicide;  among  the  elderly,  the  rate  is  two 
to  one.  This  success  rate  tends  toward  the  con- 
clusion that  the  elderly  are  not  crying  out  for 
help  as  is  frequently  the  case  among  the  young, 
but  rather  are  simply  trying  to  end  lives  which 
no  longer  seem  endurable. 

Furthermore,  elderly  suicides  often  die  quietly, 
without  as  much  as  a note  to  explain  their  despair. 
It  has  been  suggested  that  for  every  reported 
suicide  there  is  one  not  reported.  Along  with  his 
colleagues,  Dr.  Farberon,  Co-Director  of  the  Los 
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Angeles  Suicide  Prevention  Center,  has  been 
studying  the  behavior  of  nursing  home  residents. 
He  has  noted  a great  many  ways  to  commit  suicide 
that  are  not  really  apparent.  When  the  elderly 
fail  to  take  their  medication  or  take  too  much  of 
it,  when  they  have  accidents,  when  their  appetite 
disappears — all  of  these  behaviors  can  be  attempts 
at  suicide.  Because  the  death  of  an  old  person 
is  generally  thought  of  as  an  expected  event, 
however,  a suicide  that  would  be  obvious  in  a 
younger  person  may  go  unnoticed. 

Detection  of  depressive  symptoms  that  might 
lead  to  suicide  in  the  elderly  is  more  difficult  than 
it  is  in  the  younger  people.  Although  depression 
is  less  florid  and  obvious,  there  are  still  signals. 
If  an  older  person  has  stopped  all  activities  or 
is  losing  weight  at  about  two  to  four  pounds  a 
week,  there  is  cause  for  alarm.  If  an  older  person 
jokes  about  taking  his  own  life,  the  joke  frequently 
conceals  serious  intent. 

We  have  outlined  some  of  the  ruts  and  bumps 
that  face  the  retired  or  the  aging  person  on  his 
continuing  journey.  There  are  other  sometimes 
overlooked  aspects  which  complicate  the  retired 
person’s  life;  the  people  around  him  such  as  his 
children  or  his  spouse  can  also  influence  his 
future  course. 

Sometimes  it  is  not  the  retiree  who  becomes 
the  patient  but  his  spouse,  especially  if  they  have 
not  previously  had  a totally  blissful  life.  When 
he  is  thrown  back  into  the  home  front,  into  her 
daytime  domain,  friction  may  increase.  (“Oh,  I 
wish  he  were  back  at  work.”  “He  just  sits  around 
all  day  expecting  to  be  waited  on.”  “It’s  like  1 
have  just  taken  on  another  child.”  “I  can’t  do 
anything  without  him  trying  to  tell  me  to  do  it  a 
different  way.”)  Or  the  wife  may  see  the  retiree 
as  a new  handy  man,  cleaner,  dishwasher,  chauf- 
feur, errand  boy,  and  general  factotum.  He  is 
forced  to  flee  his  warm  hearth  to  escape  endless 
work,  nagging,  and  criticism. 

There  are  a great  many  people  who  look  for- 
ward to  retiring  to  lives  of  full  enjoyment,  pleasur- 
able activity,  and  comfort.  Twenty  years  ago 
in  the  DuPont  Company  only  about  25%  retired 
before  65.  Today  60%  retire  before  they  are  65 
years  old;  the  mean  retirement  age  is  62.  We 
are  concerned  with  the  retired  patient  who  gets 


into  trouble.  We  must  be  on  the  lookout  for 
the  signs  and  symptoms,  physical  and  emotional, 
that  indicate  trouble  in  a retiree.  Depression  is 
certainly  one  of  the  most  frequent  troubles. 
Symptoms  of  depression  can  be  masked  by  denial, 
or  by  masquerade  as  physical  symptoms  such  as 
loss  of  weight;  pain,  often  in  a bizarre  distribu- 
tion; or  insomnia,  especially  early  morning  wak- 
ening. Emotional  symptoms  include  loss  of  in- 
terest, a depressed  mood,  thoughts  of  suicide,  and 
excessive  worry. 

The  treatment  of  depression  in  the  elderly  is 
complicated  because  anti-depressants  can  have 
side  effects  that  work  against  their  usefulness. 
These  medicines  can  make  a patient  sleepy  at 
times  when  it  is  the  very  lack  of  alertness  that  is 
contributing  to  the  depression.  Heart  rhythms  may 
be  affected  when  the  heart  is  growing  more 
fragile.  Psychotherapeutic  efforts  are  greatly 
needed  to  help  the  aging  person  compensate  for 
loss  of  mental  ability,  to  teach  him  to  focus  on 
priorities  and  not  be  overwhelmed  by  all  his 
chores,  to  help  reduce  isolation,  to  help  him  get 
involved  with  people  again,  and  to  be  useful  and 
active. 

It  is  a widely  held  belief  that  as  the  human 
becomes  older,  he  becomes  rigid  and  set  in  his 
ways  so  that  psychotherapy  is  all  but  useless.  A 
case  history  may  help  to  refute  this  thesis. 

Several  years  ago  I was  asked  to  see  an  86-year- 
old  woman  in  a local  nursing  home.  The  request 
implied  that  she  was  possibly  senile  and  probably 
would  have  to  be  committed  to  a mental  hospital. 
I had  been  told  that  she  refused  to  eat,  refused 
to  get  up,  did  not  cooperate  in  any  way,  had  to 
be  forced  to  get  dressed,  and  would  not  go  to  the 
dining  room.  I found  her  lying  fully  dressed  on 
her  bed,  her  eyes  closed. 

On  her  bedside  stand  lay  a hearing  aid.  When 
I first  spoke  to  her,  she  didn’t  respond.  After 
I shook  her,  she  stirred  and  glared  at  me.  I 
pointed  to  the  hearing  aid,  but  she  shook  her 
head,  “no,”  so  I wrote  my  questions  on  a large 
pad.  It  became  increasingly  evident  that  I 
was  not  dealing  with  a senile  or  arteriosclerotic 
process  but  with  a severe  depression.  Her  cogni- 
tion was  faultless,  both  recent  and  remote  memory 
was  completely  intact.  Her  clinical  appearance 
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and  behavior  could  all  be  explained  by  a deep 
depression  which  had  all  but  incapacitated  her. 

For  the  next  three  months  I visited  her  twice 
a week,  during  which  time  I used  reams  of  legal 
pads  and  lots  of  ink  but  we  communicated  suc- 
cessfully. She  was  an  intelligent,  educated  woman 
who  had  essentially  been  abandoned  by  her  family 
who  only  rarely  visited.  She  was  hurt  and  dis- 
appointed by  her  children  who  seemed  to  have 
written  her  off.  She  was  given  anti-depressive 
medication  along  with  the  ongoing  psychotherapy. 
Within  six  to  eight  weeks  she  had  lost  a great  deal 
of  her  depression.  She  resumed  her  painting  and 
needlework  and  joined  in  some  of  the  social  ac- 
tivities of  the  nursing  home.  Approximately  a 
year  later,  she  got  her  daughter,  who  had  in  the 
meantime  increased  her  interest  in  and  visits  to 
her  mother,  to  bring  her  to  see  me  to  tell  me  that 
she  was  now  able  to  function  quite  well  and  had 
maintained  her  level  of  activities  since  we  had  last 
met.  The  reason  she  came  was  to  thank  me.  The 


last  time  I saw  her,  she  was  still  alert  and  active, 
limited  only  by  her  physical  difficulties,  arthritis, 
etc. 

Her  story  may  change  your  opinion  about  the 
alleged  emotional  inflexibility  of  the  elderly  human 
mind.  Obviously  each  person  is  unique,  and  all 
clinical  efforts  do  not  end  on  so  cheery  a note, 
but  it  is  worth  a try. 

Early  recognition  of  the  shocking  effect,  in- 
cluding depression,  of  retirement  will  save  the 
patient  and  his  family  many  hours  or  days  or 
months  of  worry,  despair,  and  heartache.  Both 
psychotherapeutic  intervention  and  some  of  the 
anti-depressive  drugs  are  available  to  aid  this  par- 
ticular group,  who  frequently  go  unrecognized 
until  it  is  too  late  for  them  to  be  helped.  Ideally 
the  healthy  individual  retires  not  from  life  but  to 
another  environment  in  which  he  can  live  out  his 
days  in  reasonable  content.  Those  who  stumble 
and  falter  because  of  imposed  changes  in  their 
life  patterns  can  often  be  helped. 
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County.  Underground  electric  utilities. 
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RICHARD  J.  KESTER,  M.D. 

Richard  J.  Kester,  psychiatrist,  died  March  12, 
1980,  while  visiting  with  friends  in  Pottstown, 
Pennsylvania.  Age  55,  he  was  born  April  2, 
1924,  in  Danville,  Pennsylvania.  His  parents 
were  Ray  and  Mae  Kester.  Ray  Kester  was  a 
pharmacist.  Dr.  Kester  graduated  from  high 
school  at  sixteen  years  of  age.  Following  gradua- 
tion from  the  Pennsylvania  State  University  in 
1943,  he  entered  the  United  States  Navy.  He 
served  as  ship’s  radar  officer  (Lt  jg)  in  the  South 
Pacific.  After  the  war  and  a year  of  premedical 
preparation,  he  entered  Jefferson  Medical  College, 
graduating  in  1951.  He  eventually  served  as  a 
psychiatry  resident  in  The  Norristown  (Pennsyl- 
vania) State  Hospital. 

While  maintaining  a private  practice  he  was 


also  a staff  member  of  The  St.  Francis  Hospital, 
The  Wilmington  Medical  Center,  and  The  Dela- 
ware State  Hospital.  A founding  director  of 
Rockford  Center,  he  also  served  as  a clinical  for- 
ensic psychiatrist  for  Delaware. 

He  played  the  clarinet.  An  avid  reader,  he 
also  found  time  to  enjoy  tennis  and  his  favorite 
sport — sailing  on  Chesapeake  Bay. 

He  is  survived  by  a son,  Richard  J.  Jr.,  of  Fort 
Lauderdale;  a son,  Robert  R.,  a student  at  Thomas 
Jefferson  University  School  of  Medicine,  and  a 
daughter  Kathryn  D.,  both  living  in  Wilmington. 
Living  in  Endwell,  New  York,  are  a sister,  Sally 
Kelly,  and  a brother,  H.  Joseph  Kester.  His 
mother,  Mae,  still  lives  in  Danville.  His  ashes 
were  returned  to  the  Chesapeake  Bay. 

Charles  M.  Bancroft,  M.D. 


WIDE  RANGE  POCKET  ^RADIO^E  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


1 

1 

L 


Long  range  service  — 75-100  miles. 
Signal  is  transmitted  over  the  entire 
15-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 

A 4-STATE  AREA  COVERING  75-100  MILES. 

INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

• The  big  idea  of  our  “Beeper”  Service  is  to 
enable  you  to  contact  your  people  in  the 
field  — within  seconds/  . . . Now  you  can 
get  them  to  a phone  pronto/ 

• The  Beeper  goes  wherever  they  go.  They 
could  be  in  a car  — walking  on  the  street 
— or  in  a building.  . . . They  may  be  out 
of  sight  — but  they  are  never  out  of 
reach/ 

• Dialing  the  phone  number  assigned  to 
their  “Beeper”  is  like  ringing  an 
extension  phone  in  their  pocket. 

CALL  FOR  A FREE  2 FOOT  ( 215-879-0900 

{609-964-7660 
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A recurrent  theme  arising  from  our  surveys 
of  medical  practices  is  the  need  for  orderly  re- 
cruiting and  hiring  of  lay  employees.  If  con- 
scientiously approached,  there  is  little  real  excuse 
or  reason  for  a less  than  competent,  personable 
staff. 

Despite  obvious  benefits,  no  other  one  element 
of  personnel  management  is  given  such  short 
shrift  as  the  initial  processes  involved  in  hiring. 
Too  often  the  recruiting  process  is  a haphazard 
effort  turning  up  just  a few  applicants  and  per- 
haps selecting  the  “best”  of  a bad  lot. 

There  should  be  a specific,  pre-arranged  rou- 
tine for  employing  any  new  assistant,  and  short- 
cutting  the  process  should  be  avoided  no  matter 
how  promising  an  applicant  looks  on  first  im- 
pression. Once  developed,  the  routine  should  be 
set  down  in  writing  to  guide  future  hiring  searches 
so  that  “re-inventing  the  wheel”  each  time  be- 
comes unnecessary. 

Creating  a Pool  of  Applicants 

The  first  step  in  any  formated  routine  must 
involve  the  “where  to  look”  question.  While  the 
specific  answer  will  vary  from  place  to  place, 
generally  the  best  answer  is  to  try  all  available 
approaches.  One  never  knows  where  a “super- 
star”  may  turn  up,  and  by  creating  the  largest 

Messrs.  Beck,  Kalogredis.  and  Anders  are  the  principle  con- 
sultants of  Management  Consulting  for  Professionals,  Inc.,  Bala 
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pool  of  possibilities  the  chances  of  finding  the 
right  person  are  increased. 

Placing  ads  in  both  weekly  and  daily  area 
newspapers  is  one  obvious  step.  There  are,  how- 
ever, great  variations  in  want-ad  success  levels 
depending  on  how  those  ads  are  drafted.  A few 
simple  steps  can  dramatically  improve  the  num- 
ber of  responses  received. 

The  ad  must  be  visually  eye-catching.  This 
can  be  easily  accomplished  by  making  the  ad 
larger  than  minimum  size,  placing  a border 
around  the  ad,  or  similar  measures.  While  cost- 
ing a little  more,  such  announcements  more  than 
pay  their  way  by  improving  chances  that  the 
ideal  employee  will  respond. 

The  practice  should  be  described  in  appealing 
terms  so  that  the  reader  will  want  to  find  out 
more.  A busy,  growing  family  practice  can 
describe  itself  as  such.  An  office  taking  pride 
in  its  level  of  employee  morale  can  say  so.  Al- 
most any  reader  comparing  such  an  ad  to  the 
usual  “med.  sec. — exp.  nec.”  is  far  more  likely 
to  respond. 

Third,  the  job  opening  should  be  described 
broadly  to  encourage  inquiries.  Remember  that 
you  are  trying  to  create  the  largest  pool  possible 
and  not  screen  out  any  possible  applicants  at  this 
point.  For  example,  the  words  “secretary  in 

medical  office”  are  better  than  simply  “medical 
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secretary”  since  the  latter  term  implies  some  spe- 
cial pre-existing  skill.  Most  good  secretaries  can 
easily  adapt  to  the  medical  practice  aspects  in 
only  a short  time  on  the  job  if  they  have  the 
other  desirable  qualities. 

Lastly,  an  ad  should  refrain  from  quoting  any 
salary.  Unless  a practice  follows  prescribed 
salary  classifications  or  job  grades,  pay  levels 
should  be  kept  flexible.  The  practice  should  be 
more  than  willing  to  pay  whatever  is  within 
reason  to  attract  the  best  employee.  Losing  a 
top-flight  person  for  an  extra  $5  per  week  is  very 
false  economy. 

Employment  agencies,  junior  colleges,  and 
medical  assistant  schools  are  other  potential 
sources  of  applicants.  Despite  claims  to  the  con- 
trary, however,  many  of  these  sources  fail  to 
screen  applicants  before  recommending  them. 
Thus,  the  persons  sent  out  often  seem  ill-suited 
for  the  position.  With  that  in  mind,  it  is  essential 
that  all  applicants,  regardless  of  source,  be 
screened  as  extensively  as  any  other  applicant. 

The  sometimes  successful  source  of  “piracy” — 
offering  employment  to  a person  already  em- 
ployed at  a local  hospital  or  at  another  medical 
office — is  equally  often  a mistake.  Doctors  often 
conclude  that  the  aides  they  occasionally  see 
would  be  ideal  for  their  private  office.  Unfor- 
tunately, many  of  those  persons  turn  out  to  be 
entirely  inadequate  for  the  job  change.  Here 
again  it  is  essential  that  all  applicants  be  tested 
in  the  same  fashion  as  newspaper  ad  applicants 
and  others.  A little  personal  knowledge  of  the 
applicant  in  these  situations  is  too  often  a dan- 
gerous thing. 

Screening  Applicants 

There  is  some  dispute  among  consultants 
whether  it  is  better  to  initially  screen  applicants 
over  the  telephone  or  by  reviewing  resumes. 
Each  has  its  advantages,  and,  while  we  prefer 
using  the  telephone,  we  cannot  really  find  fault 
with  the  resume  process. 

Telephone  screening  gives  the  doctor  or  office 
manager  the  opportunity  to  “test”  an  applicant’s 
ability  to  handle  telephone  conversations.  That 
obviously  cannot  be  accomplished  by  looking  at 
a resume.  Very  often  we  also  find  the  telephone 
screening  easier  to  handle  since  it  may  be  sched- 
uled at  the  doctor’s  or  office  manager’s  conveni- 


ence and  accomplished  faster  than  reading  re- 
sumes. On  the  other  hand,  the  resume  process 
may  be  performed  at  leisure  and  not  during  regu- 
lar practice  hours.  Furthermore,  having  resumes 
mailed  to  a post  office  box  conceals  the  identity 
of  the  prospective  employer;  this  may  be  desirable 
in  some  circumstances. 

Assuming  that  the  telephone  screening  route 
is  followed,  the  person  handling  the  screening 
process  should  have  a specific  list  of  questions 
to  be  asked.  And  a checklist  should  be  ready, 
at  least  mentally,  by  which  to  decide  whether  to 
invite  the  applicant  to  the  office  for  an  interview. 

Having  the  screening  and  many  of  the  later 
functions  handled  by  aides  is  important  for  sev- 
eral reasons.  First,  of  course,  the  doctors  in  the 
office  should  be  spared  administrative  details  as 
a matter  of  time  and  efficiency.  Presumably  there 
are  more  vital  demands  on  their  time  than  the 
initial  screening  routine. 

Equally  important  with  the  cost-effective  use 
of  doctor  time,  however,  is  the  need  to  involve 
existing  employees  in  the  hiring  process.  Quite 
simply,  the  present  office  staff  has  much  more  at 
stake  in  the  selection  process  than  do  the  doctors. 
Other  staff  will  have  to  work  closely  with  a new 
employee,  making  the  personality  “mesh”  more 
important  than  the  initial  technical  skills.  The 
aide  actually  hired  will  probably  be  most  valu- 
able if  she  is  well  accepted  by  the  rest  of  the  staff, 
and  their  involvement  in  the  initial  hiring  process 
most  often  allows  that  to  happen. 

Initial  Interviews 

Those  persons  selected  to  come  into  the  office 
for  an  initial  interview  should  be  scheduled  to  meet 
with  one  or  more  of  the  staff  and  preferably  not 
with  the  doctors.  This  is  an  extension  of  the 
same  two  principles  described  above:  saving  doc- 
tor time  and  involving  the  staff. 

While  the  office  manager  or  senior  assistant 
who  did  the  telephone  screening  should  conduct 
the  interview,  we  would  urge  that  other  staff 
be  brought  in  as  well.  This  has  the  advantage 
of  letting  more  of  the  aides  evaluate  the  applicant 
from  a personality  standpoint.  But,  similarly, 
it  offers  the  applicant  a better  feeling  of  the  office 
environment,  which  hopefully  will  impress  her 
enough  to  want  the  job. 
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Any  initial  interview  should  begin  by  having 
the  applicant  fill  out  an  employment  application. 
A preprinted  form  including  both  specific  and 
routine  questions  (personal  history,  job  history, 
health  history,  education,  etc.)  as  well  as  more 
general  questions  should  be  used.  This  pre- 
liminary information  gives  the  interviewer  good 
leads  for  further  questions  and  items  of  discussion 
during  the  interview.  Since  we  particularly  urge 
checking  references  with  prior  employers,  the 
form  should  specifically  inquire  as  to  why  the 
applicant  left  prior  jobs,  what  was  liked  or  dis- 
liked about  them,  and  what  the  applicant’s  salary 
history  has  been.  Comparing  these  responses  to 
the  prior  employer’s  own  views  is  a test  of  the 
applicant’s  honesty  as  well  as  her  employment 
history. 

Regardless  of  the  form  used  or  questions  asked, 
the  applicants  should  be  required  to  complete  the 
form  in  their  own  handwriting.  The  reason  is 
simply  that  paper  work  neatness  and  legibility 
should  be  desired  qualities  among  any  staff  per- 
son. A receptionist  will,  for  example,  have  to 
fill  in  the  appointment  book  carefully  despite 
many  distractions.  An  insurance  clerk  may  com- 
plete some  forms  and  reports  by  hand  when  it  is 
most  convenient.  A clinical  assistant  might  record 
information  on  procedures,  and  that  report  will 
become  part  of  the  medical  record.  Sloppy  hand- 
writing can  certainly  hamper  the  effectiveness  of 
all  of  these  employees’  work  and,  thus,  should 
be  tested  during  the  recruiting  process. 

Another  question  which  should  appear  on  the 
application  form  is  the  person’s  salary  expecta- 
tion. No  more  than  a broad  salary  range  should 
be  stated  in  reply  to  the  applicant’s  direct  ques- 
tion (perhaps  over  the  phone)  so  that  a pro- 
posed salary  figure  would  have  first  been  specified 
by  the  applicant  (on  the  form)  rather  than  by  the 
employer.  This  has  obvious  advantages. 

The  interview  itself  should  be  a two-way  mat- 
ter. The  senior  aide(s)  should  seek  to  learn 
the  applicant’s  experiences  which  might  qualify 
her  for  the  job  in  question  and  also  ask  general 
questions  merely  to  develop  a feeling  for  the 
applicant  as  a person.  At  the  same  time,  the 
applicant  should  be  encouraged  to  inquire  about 
the  job,  the  hours,  working  conditions  and  charac- 
teristics, the  nature  of  the  practice,  and  so  forth. 


The  applicant  is  as  much  evaluating  the  job  as 
the  practice  personnel  are  evaluating  the  appli- 
cant. 

Skill  Testing 

We  are  quite  often  surprised  that  applicants 
claim  much  greater  skills  than  they  actually  can 
demonstrate.  For  example,  an  applicant  who 
responds  that  she  types  at  70  wpm  might  turn 
out  to  be  much  slower;  or,  she  might  type  that  fast 
only  at  the  expense  of  neatness  and  accuracy. 
Similarly,  there  seems  to  be  a multitude  of  ex- 
perienced bookkeepers  who  have  difficulty  balanc- 
ing a simple  one-page  check  register.  Once  hired, 
dealing  with  lesser  capabilities  can  be  difficult, 
and  the  office  may  find  itself  stuck  with  a margin- 
ally satisfactory  employee.  One  way  to  avoid 
such  disappointments  is  to  see  for  oneself  what 
the  applicant’s  skills  really  are. 

Thus,  we  recommend  that  a practice’s  hiring 
procedure  call  for  skill  testing  whenever  possible. 
Typing  capabilities  merely  require  a simple,  five- 
minute  dictated  tape  (reasonably  free  of  unique 
praotice  terminology)  to  be  transcribed  or  a one- 
page  letter  to  be  typed  as  copywork.  Bookkeep- 
ing, receptionist,  and  medical  assistant  jobs  re- 
quire greater  ingenuity  in  the  design  of  “home- 
made” skill  tests.  Still  they  can  usually  be  de- 
signed with  some  degree  of  usefulness,  and  one 
good  approach  is  to  ask  the  present  staff  to  de- 
velop such  tests  themselves. 

A further  extension  of  the  skill-testing  idea  is 
to  present  applicants  with  short  “word  problem” 
situations  requiring  the  applicant  to  respond  as 
to  how  she  would  handle  a particular  situation. 
While  there  are  really  no  “right”  answers,  the 
interviewer  might  get  some  insight  into  the  ap- 
plicant’s common  sense  and  decision-making 
abilities. 

Skill  testing  in  general  serves  two  important 
hiring  functions.  First,  it  obviously  helps  assure 
the  practice  that  prospective  employees  have  the 
basic  level  of  competence  required  for  their  jobs. 
Secondly,  the  tests  help  determine  whether  an 
applicant  is  reliable.  One  who  exaggerates  his 
or  her  own  measurable  job  capabilities  generally  is 
not  a very  desirable  employee.  For  both  of  these 
reasons,  the  skill  test  is  a very  simple  device  of 
great  potential  personnel  value. 
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Physician  Interview 

After  a number  of  initial  applicants  have  been 
screened,  tested,  and  interviewed  by  the  responsi- 
ble aides,  the  doctor  (or  the  managing  doctor  of 
a group  practice)  should  meet  with  those  aides  for 
a review  session.  The  staff  would  then  openly 
report  which  persons  they  recommend  for  a fol- 
low-up interview  with  the  doctor.  While  the 
doctor  may  properly  inquire  into  the  rejected 
applicants  and  the  reasons  for  the  aides’  de- 
cisions, only  in  rare  instances  should  he  overrule 
them.  The  aides  do  have  to  work  with  any  newly 
hired  employee  even  more  closely  than  does  the 
doctor. 

While  the  second  interview  should  be  pri- 
marily conducted  by  the  physician,  it  should  also 
be  open  to  attendance  by  the  other  staff.  At  least 
one  or  two  aides  who  had  done  the  earlier  work 
should  attend.  There  is  nothing  to  hide  in  the 
interview,  and  giving  the  staff  a second  look  at 
a prospective  applicant  may  be  much  more  re- 
vealing than  a first  time  interview. 

A variety  of  subjects  need  to  be  covered  in 
this  doctor  interview.  On  the  one  hand,  the 
doctor  should  draw  the  applicant  into  a dis- 
cussion about  her  suitability  for  the  position. 
Particular  attention  should  be  paid  to  how  an 
applicant  described  previous  employers,  what  was 
liked  or  disliked  about  the  jobs,  and  why  those 
positions  were  left.  These  comments  can  be 
compared  to  the  applicant’s  answers  on  the  ap- 
plication form  and  also  to  the  comments  obtained 
during  the  reference-checking  routine. 

On  the  other  hand,  the  doctor  must  be  sure 
that  the  job  and  all  personnel  policies  are  well 
described  to  the  applicant  and  that  all  questions 
are  answered.  This  would  include  stating  an 
initial  salary  offer,  which  has  been  decided  upon 
in  advance.  No  actual  job  offer,  however,  should 
be  made  during  this  interview.  Rather  the  de- 
tails should  be  discussed  to  determine  if  they 
would  probably  be  acceptable  if  the  applicant  is 
finally  chosen. 

We  think  that  this  rule  should  be  followed  even 
if  only  one  applicant  clearly  seems  to  stand  out 
as  the  “perfect  choice.”  Courtesy  and  continued 
involvement  of  the  aides  demand  that  the  doctor 
review  the  decision  with  them,  thus  attempting  to 


make  the  decision  a joint  one.  And  even  if  the 
aides  disagree  and  the  doctor’s  preference  pre- 
vails, they  will  at  least  have  the  satisfaction  of 
knowing  that  their  opinions  were  sought  and 
considered.  In  any  event,  no  person  should  be 
hired  until  references  have  been  checked,  and 
that  takes  place  best  after  the  doctor  interview. 

Reference  Check 

It  should  be  an  absolute  rule  that  an  applicant 
will  not  be  hired  without  checking  references;  at 
least  her  immediately  prior  employer  and  often 
the  one  before  that  should  be  contacted.  This 
check  should  be  made  by  telephone  (never  by 
mail),  and  we  usually  find  that  a “peer  to  peer” 
telephone  call  works  best.  If  the  person  named 
as  the  prior  supervisor  is  a doctor  or  executive, 
the  doctor  should  make  the  inquiry.  If  the  person 
listed  is  another  practice’s  office  manager  or  the 
near  equivalent,  the  office  manager  should  call. 
With  this  process  the  individual  called  tends  to 
be  a bit  more  candid,  perhaps  a little  less  guarded, 
when  the  caller  is  at  or  near  his  or  her  professional 
level.  And  the  reasons  for  telephone  checking 
should  be  obvious.  A previous  or  current  em- 
ployer is  often  and  understandably  unwilling  to 
state  something  unfavorable  in  writing.  By  tele- 
phone the  reference  checkers  can  detect  hesita- 
tions, inflections,  and  the  like  which  should  lead 
him  to  explore  those  responses  further. 

A list  of  specific  questions  should  be  on  hand 
for  conducting  the  reference  check.  Such  ques- 
tions might  include  the  following:  What  were  the 
person’s  jobs  and  duties?  Were  those  duties  per- 
formed at  a satisfactory  level?  How  were  her 
work  habits?  Was  absenteeism  a problem?  Did 
this  person  handle  money?  What  did  she  do 
best  and  worst?  What  was  her  final  salary?  Why 
did  she  leave  your  employ?  Would  the  employer 
rehire  her?  Additionally,  questions  to  be  com- 
pared to  the  responses  on  the  applicant’s  em- 
ployment application  should  be  pursued.  Any 
answer  not  wholly  satisfactory  should,  of  course, 
be  followed  up  by  additional  questions. 

While  the  reference  check  will  not  necessarily 
guarantee  a successful  employee  decision,  it  is 
the  one  chance  to  get  some  advance  idea  of  how 
an  applicant  might  actually  perform  and  inter- 
relate with  other  people.  The  call  will  rarely 
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take  more  than  a couple  of  minutes,  but  the  value 
of  reducing  the  chances  of  making  a hiring  mis- 
take is  tremendous. 

Conclusion 

If  the  reference  check  on  the  selected  person 
has  been  satisfactory,  the  applicant  should  then 
be  offered  the  job  based  on  the  terms  discussed 
at  the  second  interview.  Assuming  it  is  accepted, 
the  other  “finalist”  applicants  should  be  notified 
with  thanks.  Their  information  should,  however, 
be  kept  on  file  since  the  fairness  of  this  interview 
process  might  well  have  branded  one  or  more  of 
them  as  excellent  candidates  suitable  for  another 
job  that  could  open  up  in  your  office. 

While  the  entire  process  might  appear  time- 
consuming  for  a small  medical  practice,  it  is  most 
certainly  time  well  spent.  The  physician  time, 
however,  should  be  kept  to  a minimum  despite 
the  thoroughness  of  the  effort.  And  the  theme 
during  the  hiring  routine  should  be  on  staff  in- 
volvement to  emphasize  that  a compatible  group 
of  employees  are  most  likely  to  create  the  best 
office. 
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the  subjects  they  discuss.  Besides  reviewing  subject 
areas  of  active  investigation  such  as  hemoglobin 
A and  high  density  lipoproteins,  more  obscure 
topics  such  as  the  role  of  the  endothelium  in 
thrombotic  diseases  are  reviewed.  Subjects  of 
importance  to  public  health  such  as  community 
cardiopulmonary  resuscitation  are  reviewed  in 
this  issue.  Physicians  in  all  areas  of  medicine 
who  enjoy  gaining  a deeper  understanding  of  a 
wide  variety  of  disorders  simply  because  they  are 
interesting  will  enjoy  reading  this  well-written 
book. 

William  L.  Jaffee,  M.D. 

MS  M?  M« 

ENDOCRINE  PATHOPHYSIOLOGY:  A Patient  Ori- 
ented Approach  by  Jerome  M.  Hershman,  M.D., 

Lea  and  Febiger,  Philadelphia,  1977.  358  pp.  Illus. 
Price  $16.00.  Paperback. 

This  handbook  is  358  pages  of  concisely  stated 
endocrinology.  Each  subject  starts  with  the  physi- 
ology, followed  by  an  explanation  of  laboratory 
tests,  then  a listing  of  clinical  syndromes,  com- 
ments, or  therapy,  and  finally  a few  illustrative 
case  histories.  It  is  concise,  which  means  that 
the  reader  must  attempt  to  remember  every 
sentence;  one  gets  a series  of  faots  rather  than  a 


picture  of  the  problem  defined.  There  are  illus- 
trations, tables,  and  graphs,  all  of  which  are  very 
good,  but  the  overall  effect  is  one  of  trying  to 
state  the  same  amount  of  facts  as  the  large  text- 
books but  by  using  fewer  words  and  fewer  pages. 

The  book  is  easy  to  carry  and  can  be  easily 
available  for  reading  in  traffic  jams,  at  red  lights, 
etc.,  but  it  is  not  the  volume  to  use  when  a patient 
presents  a specific  problem  that  needs  a quick 
reference. 

R.  Walter  Powell,  M.D. 

MS  MS  MS 

WATER,  ELECTROLYTE,  AND  ACID  BASE  METABO- 
LISM: Diagnosis  and  Management  by  Hugh  J.  Car- 
roll,  M.D.,  and  Man  S.  Oh,  M.D.,  J.  B.  Lippincott 
Company,  Philadelphia,  1978.  355  pp:  Price 
$21.00. 

This  book  is  a comprehensive  review  of  all  the 
common  electrolytes,  including  calcium,  phos- 
phate, and  magnesium,  and  their  metabolism, 
both  normal  and  pathologic.  The  format  of  each 
chapter  consists  of  a detailed  review  of  the  meta- 
bolic fate  of  each  electrolyte  and  its  derangements, 
followed  by  a review  in  outline  form  for  handy 
reference.  There  are  then  a number  of  clinical 
problems  and  solutions  at  the  end  of  each  chap- 
ter to  reinforce  the  material;  references,  which 
are  up-to-date,  follow  and  then  recommendations 
for  diagnosis  and  therapy. 
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Fully  one-half  of  the  book  is  devoted  to  sodium, 
chloride,  and  water,  including  derangements  in 
osmolality,  edematous  states,  polyuria,  and  elec- 
trolyte replacement  formulas.  This  is  followed 
by  100  pages  on  acid-base  pathology  and  50  pages 
on  calcium-phosphorus  and  magnesium  derange- 
ments. The  saving  grace  of  the  book  is  its  use 
of  tables,  allowing  easy  recall  and  fast  reference 
for  the  reader-clinician. 

Enjoyable,  easy  reading,  somewhat  expensive, 
but  an  excellent  reference. 

Bruce  Turner,  M.D. 
% & % 

WHY  NOT  SAY  IT  CLEARLY  A Guide  to  Scientific 
Writing  by  Lester  S.  King,  M.D.,  Little,  Brown  and 
Company,  Boston,  1978.  186  pp.  Price  $5.95. 
Paperback. 

From  his  vantage  point  since  1963  on  the  edi- 
torial staff  of  the  Journal  of  the  American  Medical 


Association,  Dr.  King  has  undoubtedly  seen  more 
than  his  share  of  opaque  writing.  This  book 
contains  his  personal  credo:  “To  help  writers,  who 
as  a group  seem  to  have  difficulty  in  saying  what 
they  wish  to  say  in  a fashion  both  lucid  and 
pleasing.” 

Dr.  King  has  attempted  to  “point  out  modes 
of  writing  that  hinder  clear  expression”  and  to 
offer  “suggestions  to  help  say  things  more  clearly 
and  agreeably,”  but  his  extensive  experience  as  an 
editor  has  taught  him  that  “anyone  who  writes 
on  ‘how  to  write’  is  vulnerable  to  hostile  critics.” 

Does  this  sentence  pass  with  you? 

Exploring  this  possibility,  sternal  punctures 
were  performed  on  two  other  patients. 

It  shouldn’t.  Better,  according  to  King,  this 
way: 

To  explore  this  possibility,  I performed 
sternal  punctures  on  two  other  patients. 

Write  on,  Dr.  King. 

Bernadine  Z.  Paulshock,  M.D. 


A MATTER  OF  LIFE 


by  Frank  M.  Levy 

Nice  guys  finish  last.  That’s  a phrase  quoted  so  frequently  too  many 
people  believe  it. 


As  a rule,  they  work  harder  and  better. 


It’s  just  not  so. 

Nice  guys  usually  finish  first. 

That  is,  more  efficiently. 

And  nice  guys  are  the  people  we  care  about.  So  here’s  a friendly 
warning  to  them,  from  Provident  Mutual,  in  the  form  of  a capsule  case 
history. 

A 27-year-old  dentist,  a nice  guy,  wanted  to  add  $50,000  to  his  life 
insurance  portfolio.  We  couldn’t  sell  it  to  him.  In  the  three  years  since 
his  first  purchase,  he’d  become  uninsurable. 

It  happens.  And  it’s  what  makes  Provident  Mutual’s  Guaranteed  Purchase  Option  so  important.  With 
it,  you  can  be  guaranteed  the  right  to  buy  additional  life  insurance  from  age  25  up  to  age  40 — without 
an  additional  medical  examination.  Nice  guys  ought  to  look  into  this,  for  the  sake  of  their  nice  families. 
You  can  reach  me  at  203  Bellevue  Building,  100  Chapman  Road,  Newark,  Delaware  19702  or  call: 

(302)  731-7350. 
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Speakers  on 
“Ask  the 
Doctor” 

Speakers  for  October  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  October  7,  Gordon  J.  0 strum, 
Jr.,  M.D.,  Cesarean  Sections;  October  14,  Virginia  B.  Clemmer,  M.D.,  Moles — 
When  to  Worry  About  Them;  October  21,  Cyril  Milunsky,  M.D.,  Newer  Tech- 
niques in  Radiology;  October  28,  John  L.  Fischetti,  M.D.,  Coronary  Heart  Disease 
— Its  Cause  and  Management. 

In  the  News 

Robert  W.  F relick,  M.D.,  and  Vidya  Sagar,  M.D.,  both  of  Wilmington,  were  ap- 
pointed by  Governor  Pierre  S.  duPont,  IV,  to  three-year  terms  on  the  Council  on 
Radiation.  McHenry  Peters,  M.D.,  of  Wilmington,  and  Dr.  Frelick  were  appointed 
to  three-year  terms  on  the  Authority  on  Radiation  Protection. 

Annual 

Meeting 

The  Medical  Society  of  Delaware  will  hold  its  ANNUAL  MEETING  November 
14-15  in  Wilmington.  The  House  of  Delegates  will  meet  Friday,  November  14, 
at  the  Delaware  Academy  of  Medicine  building.  Reference  Committees  will  meet 
at  10  a.m.  to  consider  committee  reports  and  resolutions;  the  House  will  convene 
at  1:30  p.m.  Sessions  are  open  to  the  membership.  The  Scientific  Symposium 
will  be  held  on  Saturday  at  the  Hotel  duPont. 

Impaired 

Physicians 

Program 

DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAS  HELP.  Call  Calvin  B.  Heame,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

Family  Practice 
Conference 

CLINICAL  NOTICES  AND  MEETINGS 

A world-wide  family  practice  conference  entitled  A WORLD  OF  CARING  will  be 
held  at  the  Rivergate  Exhibition  Center  in  New  Orleans,  Louisiana,  October  4-9.  It  is 
being  co-sponsored  by  the  American  Academy  of  Family  Physicians  and  the  World 
Organization  of  National  Colleges,  Academies  and  Academic  Associations  of  General 
Practitioners/Family  Physicians.  Twenty-eight  Continuing  Education  Courses  will  be 
offered.  For  further  information,  contact:  Beth  Robertson,  American  Academy  of 
Family  Physicians,  1740  West  92nd  Street,  Kansas  City,  Missouri  64114.  Telephone: 
(800)  821-2512. 

American  Academy 
of  Pediatrics 

The  American  Academy  of  Pediatrics  will  hold  its  GOLDEN  ANNIVERSARY  AN- 
NUAL MEETING  October  25-30  at  the  Detroit  Plaza  Renaissance  Center,  Detroit, 
Michigan.  Topics  to  be  discussed  include  sudden  infant  death,  sexual  abuse,  child- 
hood cancer,  sports  medicine,  and  learning  disorders.  For  further  information,  con- 
tact: Joanna  Hague,  P.O.  Box  1934,  1801  Hinman  Avenue,  Evanston,  Illinois  60204. 
Telephone:  (312)  869-4255. 

Del  Med  Jrl,  Sept  1980 — Vol  52,  No  9 513 


In  Brief 


Professional  The  AMERICAN  CANCER  SOCIETY  will  sponsor  two  professional  education  lectures 
Education  on  October  27  in  Wilmington.  Arthur  C.  Upton,  M.D.,  former  Director  of  the  National 
Lectures  Cancer  Institute,  will  speak  on  “X-Rays:  Balancing  Risks  and  Benefits”  at  10  a.m.  at 
the  Academy  of  Medicine  building.  At  noon,  he  will  speak  on  “Risks  Versus  Benefits 
in  the  Clinical  Use  of  X-Rays”  in  the  Wilmington  Medical  Center  Memorial  Nurses’ 
Auditorium.  Application  has  been  made  for  AMA  and  AAFP  Category  I,  Continuing 
Medical  Education  Credit.  The  lectures  are  co-sponsored  with  the  Department  of 
Family  Practice,  Wilmington  Medical  Center.  For  further  information,  contact:  The 
American  Cancer  Society,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Tele- 
phone (302)  654-6267. 


Cancer  Related  “GUIDELINES  FOR  THE  CANCER  RELATED  CHECKUP”  will  be  discussed  by 
Checkups  David  M.  Eddy,  M.D.,  Ph.D.,  on  October  28  at  the  Academy  of  Medicine  building 
auditorium  in  Wilmington  at  8:30  a.m.  For  further  information,  contact:  the  American 
Cancer  Society,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302) 
654-6267. 


Conference  on  the  The  American  Medical  Association  will  hold  THRESHOLD  ’80:  BUILDING  WELL- 
Impaired  Physician  BEING,  its  fourth  national  conference  on  the  impaired  physician,  October  30-November 
1 at  the  Lord  Baltimore  Hotel  in  Baltimore,  Maryland.  It  has  been  approved  for  22 
credits  in  Category  I of  the  Physician’s  Recognition  Award.  For  further  information, 
contact:  AMA  Department  of  Meeting  Services,  535  N.  Dearborn  Street,  Chicago, 
Illinois  60610.  Telephone:  (312)  751-6503. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  S«de  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  !f  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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Cardiology 


American  Society 
of  Law  and 
Medicine 


Reconstructive 
Hip  Surgery 


American  Academy 
of  Pediatrics 


American . Heart 
Association 


Chronic  Pain 


Sports  Medicine 


PEDIATRIC  CARDIOLOGY  FOR  THE  PRACTITIONER  will  be  co-sponsored  by 
the  Department  of  Pediatric  Cardiology  of  Children’s  Hospital  National  Medical  Center 
and  the  George  Washington  University  Medical  Center  November  4-6.  For  further 
information,  contact:  Kathleen  O’Brien,  Department  of  Pediatric  Cardiology,  Children’s 
Hospital  National  Medical  Center,  111  Michigan  Avenue,  N.W.,  Washington,  D.C. 
20010.  Telephone:  (202)  745-5000. 

REFUSING  TREATMENT  IN  MENTAL  HEALTH  INSTITUTIONS:  VALUES  IN 
CONFLICT,  a conference  dealing  with  the  impact  of  legal  decisions  upon  the  clinical 
management  of  individuals  with  mental  disabilities  and  the  administration  of  mental 
health  institutions,  will  be  held  November  10-11  at  the  Copley  Plaza  Hotel  in  Boston, 
Massachusetts.  It  is  being  co-sponsored  by  the  American  Society  of  Law  & Medicine 
and  several  other  organizations.  Credit  for  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association  will  be  available.  Continuing  education 
credit  will  also  be  available  from  the  Massachusetts  Nurses’  Association. 


The  Department  of  Orthopaedic  Surgery  of  the  Johns  Hopkins  Medical  Institutions  is 
sponsoring  a continuing  education  course,  RECONSTRUCTIVE  SURGERY  OF  THE 
HIP,  November  10-11.  Discussions  and  lectures  will  focus  on  the  role  of  osteotomies 
and  total  hip  replacements  in  reconstructive  hip  surgery.  A hands-on  laboratory  will 
enable  each  participant  to  carry  out  total  hip  replacements  and  various  osteotomies  on 
plastic  bones  under  the  supervision  of  the  course  faculty.  Sixteen  AMA  Category  I 
credits  have  been  approved.  For  further  information,  contact:  Continuing  Education, 
The  Johns  Hopkins  University,  720  Rutland  Avenue,  Room  22,  Baltimore,  Maryland 
21205.  Telephone:  (301)  955-5880. 

The  DR.  ROBERT  O.  Y.  WARREN  MEMORIAL  SEMINAR  will  be  held  November 
14  at  the  Delaware  Division  of  the  Wilmington  Medical  Center.  The  seminar  is  being 
sponsored  by  the  Delaware  Chapter  of  the  American  Academy  of  Pediatrics.  It  has 
been  approved  for  six  credits  in  Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Society.  For  further  information,  contact:  Dr.  R.  O.  Y.  Warren 
Memorial  Seminar,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 


THE  ATHLETE:  RISKS  OF  INJURY  AND  SUDDEN  DEATH— PREVENTIVE 
AND  THERAPEUTIC  CONSIDERATIONS  will  be  held  December  4-6  at  the  Grand 
Hyatt  Hotel  in  New  York,  New  York.  The  program  is  being  sponsored  by  the  Ameri- 
can Heart  Association’s  Council  on  Clinical  Cardiology.  For  further  information, 
contact:  American  Heart  Association  of  Delaware,  Four  Trolley  Square,  Delaware 
Avenue  and  DuPont  Street,  Wilmington,  Delaware  19806.  Telephone:  (302)  654-5269. 


The  Johns  Hopkins  Medical  Institutions  will  sponsor  a symposium  entitled  “A  MULTI- 
DISCIPLINARY APPROACH  TO  THE  CHRONIC  CARE  PATIENT”  on  December 
3 in  Baltimore,  Maryland.  The  Johns  Hopkins  University  has  awarded  this  course  .6 
Continuing  Education  Units  for  nurses  who  attend  the  entire  symposium.  Topics  to 
be  discussed  include  the  coordinating  role  of  nursing  in  a pain  treatment  center;  the 
neurophysiology  of  pain  transmission;  and  common  patterns  of  family  interactions  of 
chronic  pain  patients.  For  further  information,  contact:  Program  Coordinator,  Room 
19,  Turner,  Office  of  Continuing  Education,  720  Rutland  Avenue,  Baltimore,  Maryland 
21205.  Telephone:  (301)  955-3168. 


The  First  Annual  Combined  Physician-Therapist  Conference  on  “THE  EVALUATION 
AND  CURRENT  TREATMENT  OF  ATHLETIC  INJURIES— THE  TEAM  AP- 
PROACH” will  be  held  December  4-6  at  the  Hyatt  Regency,  Houston,  Texas.  It  has 
been  approved  for  16  AMA  Category  I credits.  It  is  being  co-sponsored  by  the  Sports 
Medicine  Section  of  the  American  Physical  Therapy  Association  and  the  Sports  Medi- 
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cine  Institute  of  the  University  of  Cincinnati.  For  further  information,  contact:  Robert 
Mangine,  R.P.T.,  A.T.C.,  Department  of  Physical  Therapy,  Medical  College  of  Virginia, 
Box  224,  Richmond,  Virginia  23298. 


The  Athlete’s  A program  on  THE  ATHLETE:  RISKS  OF  INJURY  AND  SUDDEN  DEATH  will  be 
Heart  held  December  4-6  at  the  Grand  Hyatt  Hotel,  New  York,  New  York.  The  program  is 
being  co-sponsored  by  the  American  Heart  Association  Council  on  Clinical  Cardiology, 
the  American  Academy  of  Orthopaedic  Surgeons,  the  American  College  Health  Asso- 
ciation, the  American  College  of  Sports  Medicine,  and  the  American  College  of  Chest 
Physicians,  with  the  cooperation  of  the  American  Academy  of  Family  Physicians.  It 
has  been  approved  for  19  AMA  Category  I credits.  Areas  to  be  covered  include: 
cardiovascular  disease  in  athletes;  musculoskeletal  injuries  in  recreational  and  com- 
petitive athletes;  and  physical  conditioning  in  middle-age.  For  further  information, 
contact:  American  Heart  Association,  Attention:  Scientific  Sessions,  7320  Greenville 
Avenue,  Dallas,  Texas  75231. 


% % 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office.  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


PEDIATRICIAN:  Seeking  position  in  Delaware. 
Now  in  private  practice.  For  further  information, 
contact:  Medical  Society  of  Delaware.  Telephone: 
(302)  658-7596. 

INTERNIST-ENDOCRINOLOGIST:  Seeking  a 

staff  or  private  practice  position.  Available:  July, 
1981.  For  further  information,  contact:  Medical 
Society  of  Delaware.  Telephone:  (302)  658-7596. 


CLINICAL  PATHOLOGIST:  Seeking  hospital  po- 
sition. Available:  December,  1980.  For  further 
information,  contact:  Medical  Society  of  Delaware. 
Telephone:  (302)  658-7596. 

LOCUM  TENENS  work  wanted — Family  and  Gen- 
eral Practice,  open  availability.  T.  C.  Kolff,  M.D. 
(801)  566-1666. 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 

HEALTHCARE 

SERVICES 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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CHECK  THE  FEATURES 
OF YOUR PRESENT 
PROFESSIONAL 
LIABILITY  PLAN 
AGAINST  THESE: 


□ Major  Liability  plus  Property 
Coverages. 

□ Many  optional  coverages 
give  you  a “made- to-order” 
program. 

□ No  Partnership/Corporation 
or  Employed  Physician  sur- 
charges. 

□ A Dividend  Program  which 
may  reduce  your  insurance  costs*. 

□ A Loss  Control  and  Education 
Program. 

□ 24  -hour  claim  service  here  in  your 
state. 

□ Personal  service  from  your  local 
./Etna  agent. 

□ Monthly  or  quarterly  payments  as  you  prefer. 


TARE THE 


/kTNA 

JTTL—f  JL  JL 
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FROM  THE  WILMINGTON  MEDICAL  CENTER  CANCER  PROGRAM* 

ADJUVANT  CHEMOTHERAPY  OF  BREAST  CANCER 


Leslie  W.  Whitney,  M.D 


The  National  Institute  of  Health  recently  spon- 
sored a Consensus  Conference  on  early  success 
and  trials  of  adjuvant  chemotherapy  for  breast 
cancer.  The  purpose  was  to  evaluate  the  data 
and  to  examine  the  impact  of  such  trials  on 
general  medical  practice.  One  of  the  important 
recommendations  of  the  panel  was  that  “optimal 
care  required  frank  and  open  communication 
between  the  physician  and  patients  about  the 
options  available.”  This  is  particularly  true  be- 
cause the  proper  procedures  are  not  always  clearly 
defined. 

According  to  reports  presented  at  the  panel, 
premenopausal  women  with  breast  cancer,  par- 
ticularly those  with  axillary  lymph  node  involve- 
ment, have  the  best  chance  for  benefit  from  ad- 
juvant ohemotherapy.  Premenopausal  patients 
who  receive  chemotherapy  following  mastectomy 
had  an  increase  of  disease-free  survival  in  five 
studies  presented  at  the  conference.  Bernard 
Fisher,  M.D.,  speaking  for  the  National  Surgical 
Adjuvant  Breast  Project,  reported  that  about  40% 
of  premenopausal  women  with  Stage  II  or  Stage 
III  breast  cancer  remained  disease-free  for  at  least 
four  years  after  surgery  alone.  When  chemo- 
therapy was  added,  however,  the  percentage  of 
patients  having  no  recurrence  at  the  four  year 
level  rose  to  70%.  The  panel,  therefore,  con- 
cluded that  “Adjuvant  Chemotherapy  now  ap- 
pears indicated  for  this  identified  sub-set  of  pa- 
tients.” 

The  panel  recommended  against  using  adju- 

Dr.  Whitney  is  Director  of  the  Wilmington  Medical  Center 
Cancer  Program  (formerly  the  Delaware  Cancer  Network). 

•An  NCI  supported  agency  located  at  1200  Jefferson 
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vant  chemotherapy  for  patients  without  proven 
metastasis  to  axillary  lymph  nodes;  that  is,  Stage 
I patients.  “No  conclusive  data  from  clinical  re- 
search exists  to  support  the  routine  use  of  adju- 
vant chemotherapy  in  this  situation,”  the  panel 
concluded.  There  was  no  clear  consensus  about 
the  value  of  adjuvant  chemotherapy  in  post-meno- 
pausal women.  That  panel  concluded  that  “ the 
preliminary  nature  of  available  information  pre- 
cludes a definite  statement  as  to  the  role  of  such 
treatment”  in  post-menopausal  women.  The 
NSABP  study  shows  a survival  advantage  in 
post-menopausal  women  only  in  those  who  had 
four  or  more  positive  nodes  at  the  time  of  primary 
treatment.  In  the  Milan  Study,  no  sub-group  of 
post-menopausal  women  showed  benefit  after 
five  years. 

Considerable  discussion  ensued  about  the  value 
of  treating  post-menopausal  women  with  chemo- 
therapy, particularly  from  the  standpoint  of  the 
dilemma  faced  by  the  community  physician  as 
he  attempts  to  make  practical  decisions  on  the 
basis  of  the  consensus  statement.  A final  con- 
sensus statement  cautioned  practicing  physicians 
that  “women  with  breast  cancer  and,  physicians 
need  to  understand  that  definitive  answers  do  not 
exist  for  the  best  management  of  all  aspects  of  this 
complex  disease.” 

In  summary,  adjuvant  chemotherapy  for  Stage 
I breast  cancer  is  not  recommended;  pre-meno- 
pausal  women  with  Stage  II  and  III  disease  derive 
the  clearest  benefit  from  adjuvant  chemotherapy; 
and  the  value  of  adjuvant  chemotherapy  in  post- 
menopausal women  has  not  been  established. 

Street.  Wilmington.  Delaware  19801.  Tel.  (302)  428-2113. 
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Professional 
Clinical 
Laboratories 
establishes  its 
commitment  to 
provide  high  quality  \ 
medical  laboratory 
tests  with  an  impressive 
list  of  credentials. 


At  PCL  we  believe  you  should 
know  about  our  quality  programs. 

They  are  your  assurance  that  we  provide 
dependable  and  accurate  test  results  when  you 
need  them.  Credentials  are  important  indicators  of 
outside  quality  controls  — but  that's  not  the  whole  story. 
They  don't  show:  > 

a Our  professional  staff,  ranging  from  pathologists 
to  computer  specialists 
■ Our  own  internal  quality  control 
a A long  list  of  satisfied  customers  who  continue  to  use 
our  labs  because  of  prompt  service  and  reasonable  prices 
a Overall  professional  excellence,  determined  to  provide 
the  best  service  possible 


IS  American  Clinical  Laboratories  Association  (ACLA)  member 
H Center  for  Disease  Control  (CDC)  proficiency  testing 
S College  of  American  Pathologists  (CAP)  proficiency  testing 
Si  Pennsylvania  Department  of  Health-Alcohol  & Drug  Programs 
® United  States  Department  of  Transporation-Alcohol  Program 
» United  States  Department  of  Agriculture  (USDA)-EIA  Testing 
a Medicare/Medicade  approval  number  08-8002 


■ United  States  Department  of  Health,  Education  & Welfare 

Federal  license  number  07-1001 

■ State  of  Delaware  - License  number  1003 

Uniform  Controlled  Substance  No.  05660 

■ United  States  Nuclear  Regulatory  Commission 

License  No.  07-14186-01  Radioimmunoassay 
License  No.  07-14186-02  Toxicology 


PmffessiofitiS  CBinieal  Labs 


(302)  655-7268 


r—  MAIM  Rl  KINFSS  OFFICE  1701  shallcross  avenue.  Wilmington,  PE  19806 


THE  1980  UNITED  WAY  CAMPAIGN 


The  United  Way  makes  many  valuable  contri- 
butions to  our  community.  It  supports  54  agen- 
cies, including  Scouting  programs,  Red  Cross 
CPR  training,  Senior  Citizens  Centers,  and  physi- 
cal fitness  programs.  The  1980  United  Way 
campaign  is  underway.  I urge  all  members  of 
the  Medical  Society  of  Delaware  to  continue 
their  support  of  it. 

This  year  the  Physicians  Campaign  in  New 
Castle  County  is  chaired  by  Dene  T.  Walters, 
M.D.,  and  V.  Terrell  Davis,  M.D.,  who  are 
soliciting  contributions  from  physicians  in  private 
practice.  Ben  Corballis,  M.D.,  has  volunteered 
to  lead  the  United  Way  campaign  for  the  Doctors 
for  Emergency  Service. 

Wellford  W.  Inge,  Jr.,  M.D.,  is  in  charge  of 
the  Kent  County  campaign.  In  the  last  campaign 
physicians  there  gave  $2,450.  The  Sussex  County 
campaign  is  in  its  final  stage  of  planning;  last 
year,  its  Professional  Division  raised  $1,600. 
This  year  Sussex  County’s  campaign  is  being 
expanded,  and  the  contributions  of  each  pro- 
fessional group  such  as  doctors  and  lawyers  will 
be  reported  separately. 

After  the  last  campaign,  the  United  Way  re- 


ported that  450  physicians  in  New  Castle  County 
gave  a total  of  $31,595.  But  this  figure  did  not 
accurately  represent  the  actual  amount  given  by 
physicians  in  the  county  for  it  did  not  include 
the  gifts  from  physicians  who  work  at  the  Wil- 
mington Medical  Center,  St.  Francis  Hospital, 
Riverside  Hospital,  and  other  hospitals,  nor  did 
it  include  donations  given  by  physicians  who 
work  for  the  State  of  Delaware  or  large  com- 
panies such  as  the  Du  Pont  Company.  In  these 
institutions,  physician  contributions  were  tallied 
along  with  other  employee  donations. 

The  Medical  Society  of  Delaware  has  asked 
the  United  Way  to  correct  this  underreporting  of 
physicians’  donations  by  instituting  a “flagging” 
system  to  identify  physicians  who  contribute 
through  organizations  or  businesses  so  that  the 
total  report  represents  a more  accurate  picture 
of  physicians’  donations.  Physicians  do  contrib- 
ute to  the  United  Way  and  they  deserve  credit 
for  it. 

In  this,  my  final  President’s  Page,  I would  like 
to  remind  all  physicians  to  contribute  to  the 
United  Way.  Physicians  have  always  given  both 
time  and  money  to  the  United  Way.  I urge  them 
to  continue  to  do  so,  and  to  do  so  generously. 
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A properly  designed,  built  and  managed 
Medical/Dental  Office  Building  is  a Blue 
Chip  Investment  which  rivals  gold. 


;s  of  the  organization  of  your  prac- 
tice-private or  group,  partnership  or  cor- 
poration— the  benefits  of  building  your  own 
office  are  many-fold.  Economic  and 
working-condition  advantages  can  be  max- 
imized when  the  total  Medical/Dental  Office 
Building  package  is  put  together  properly. 
And,  because  of  your  income  and  tax  situa- 
tion, you  can  benefit  particularly  in  relation 
equity  and  depreciation  allowances 
available  to  you.  Danladi  Development 
Corporation's  unique  Design/Build  Concept 
cashes  in  on  the  golden  opportunity  of  in- 
vesting in  your  own  Medical/Dental  Office 
Building. 


I 

Money  is  tight,  interest  rates  are  high;  but  if 
you  know  the  proper  channels  most  projects 
can  be  financed  at  well  below  normal  in- 
terest rates,  rau  might  be  surprised  how 
little  it  costs. 


Traditional  building  methods  take  too  much 
of  the  medical  practice's  time  and  money. 
Zoning;  site  surveys;  hire  architects;  site 
studies;  space  planning  preliminary  plans; 
leasing  and  managem£rf|;  financing;  final 
plans;  and  then  you  are  only  ready  to 
the  bidding  and  eventual  const 
cess.  It  takes  too  long, 
today's  changing 
in  interest  and 


SUITE 

3-701  N.  BROAD 
PHILADELPHIA  PA.  1314-0 
215 -223 -1400 


The  Design/Build  Concept  used  by  the 
Danladi  Development  Corporation 
minimizes  the  time  doctors  must  lose  from 
their  practice  and  maximizes  time-saving 
construction  techniques.  This  is  only  pos- 
sible when  architectural,  engineering,  atid 
building  responsibilities  are  combined. 


Historically  no  investment  is  as  stable  as 
real  estate.  Real  Estate  provides  utility,  tax 
benefits,  and  long  term  growth  potential.  Let 
us  show  you  how  we  can  use  our  expertise 
and  experience  to  make  the  Danladi 
Design/Build  Concept  work  for  you. 


Call  us  or  mail  this  coupon  today. 


To:  Danladi  Development  Corporation 
Suite  1015,  3701  N.  Broad  Street 
Philadelphia,  PA  19140 


□ 


Please  contact  me  with  more 
information  on  building  my  own 
office  now. 


NAME 


ADDRESS" 

'?:*  * 

CITY 

STATE 

ZIP 

PHONE 

NUMBER  10 
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COMMON  SKIN  PROBLEMS  IN  CHILDREN 

Walter  W.  Tunnessen,  Jr.,  M.D. 


Thirty  percent  of  primary  or  secondary  com- 
plaints presented  to  physicians  who  care  for  chil- 
dren involve  the  skin.  Most  of  these  problems 
can  be  handled  by  the  general  physician  without 
the  need  for  referral  to  a dermatologist.  Six  of 
the  more  common  skin  problems  in  the  pediatric 
age  group  will  be  discussed  briefly. 

Warts 

Warts  are  one  of  the  commonest,  if  not  the 
most  common,  skin  disorders  seen  in  children  and 
adults.  They  are  caused  by  a papova  virus;  trans- 
mission to  others  is  thought  to  occur  by  direct 
contact. 

Everyone  has  his  own  method  of  treatment  of 
warts,  whether  it  be  caustic  or  fanciful.  For- 
tunately great  success  in  treatment  can  be  ob- 
tained with  a few  simple  preparations: 

Common  Warts.  They  can  be  treated  with  a 
mixture  of  16.7%  salicylic  and  16.7%  lactic 
acids.  A preparation  in  flexible  collodion  (Duo- 
film,  Stiefel)  is  now  available.  The  solution  is 

Dr.  Tunnessen  is  an  Associate  Professor  in  the  Department  of 
Pediatrics  at  Upstate  Medical  Center  in  Syracuse,  New  York. 

Adapted  from  a presentation  to  the  Department  of  Pediatrics  at 
the  Wilmington  Medical  Center. 


applied  daily.  The  following  day  the  film  is  re- 
moved and  another  applied.  In  two  to  three 
weeks  the  wart  painlessly  has  disappeared. 

Plantar  Warts.  These  bothersome  warts  re- 
spond very  nicely  to  a 40%  salicylic  acid  plaster. 
Pieces  of  the  salicylic  impregnated  pad  (Medi- 
plast)  cut  to  the  size  of  the  wart  are  applied  and 
covered  by  tape  every  other  day.  Each  time  the 
tape  is  removed,  the  area  is  debrided  by  scraping 
and  another  piece  of  pad  is  reapplied.  Two  to 
three  weeks  of  treatment  are  required. 

Flat  Warts.  These  slightly  raised  skin-colored 
papules  occur  most  commonly  on  the  face  and 
backs  of  the  hands,  where  hundreds  of  these  tiny 
lesions  may  be  present.  Small  amounts  of  retinoic 
acid  A applied  daily  to  the  whole  skin  of  the 
affected  areas  usually  clears  the  warts  in  a few 
weeks. 

Molluscum  Confagiosum 

This  is  another  common  cutaneous  viral  in- 
fection spread  by  contact.  The  lesions  are  firm, 
pearly-looking  papules  often  with  a central  um- 
bilication.  If  the  papule  is  unroofed,  a central 
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Common  Skin  Problems  in  Children — Tunnessen 


core  (molluscum  body)  is  found.  The  lesions 
are  usually  multiple,  sometimes  in  the  hundreds. 
Treatment  consists  of  destroying  the  central  core 
by  one  means  or  another  such  as  curettage,  elec- 
trodesiccation, topical  caustics,  etc.  The  simplest 
and  quickest  method  in  the  office  is  to  puncture 
the  top  of  the  papule  with  a large  bore  needle  and 
scrape  the  core  out  with  a curet.  Anesthesia  is 
not  required. 

Scabies 

The  present  pandemic  of  scabies  was  supposed 
to  be  nearing  the  end  of  its  cycle;  however,  it 
seems  that  no  one  told  the  mites.  Scabies  is  highly 
contagious  to  all  who  come  in  contact  with  it, 
including  the  unsuspecting  physician.  Strongly 
consider  it  as  the  diagnosis  in  any  child  with 
pruritus  (especially  if  the  itching  is  worse  at 
night)  who  has  papules,  vesicles  or,  sometimes, 
pustules.  Burrows  are  not  as  commonly  seen  in 
children,  as  in  adults,  nor  are  digital  web  lesions. 
Other  members  of  the  family  are  usually  affected. 
Characteristic  sites  of  involvement  are  the  wrists, 
axillae,  and  gluteal  cleft.  In  infants,  nodulo- 
pustules  or  vesicles  occur  on  palms  and  soles. 

Treatment  of  Mites 

Gamma  benzene  hexachloride  (Kwell,  Reed  & 
Carnrick)  is  the  most  commonly  used  prepara- 
tion. It  is  very  effective,  but  it  is  a neurotoxic 
agent  and  should  not  be  used  in  infants  or  preg- 
nant women.  Only  one  application  is  needed,  to 
be  applied  on  both  affected  and  unaffected  areas 
from  the  chin  down,  and  left  on  for  six  to  eight 
hours. 

Crotamiton  (Eurax,  Geigy)  is  an  effective  anti- 
scabicide  and  a good  anti-pruritic  agent.  Eurax 
is  safe  for  use  in  infants  and  during  pregnancy. 
It  is  applied  for  24  hours,  a second  application 
is  put  on,  and  then  the  Eurax  is  washed  off  after 
48  hours. 

Six  percent  precipitate  of  sulfur  in  petrolatum 
is  also  effective  for  scabies.  Although  this  mix- 
ture is  safe,  it  is  smelly  and  stains  the  clothing. 
It  is  applied  every  night  for  three  nights. 

Benzyl  benzoate,  12.5%  to  25%  in  water,  does 
not  smell  nor  stain.  It  is  effective  but  difficult 
to  come  by.  It  is  applied  nightly  for  two  to  three 

days. 


Reinfection  with  the  scabies  mite  is  common, 
particularly  if  all  close,  infested  contacts  are  not 
treated.  The  bed  clothing  should  be  washed,  as 
should  all  clothing  used  during  the  72-hour 
period  prior  to  treatment. 

Papular  Urticaria 

These  intensely  pruritic  papules  are  caused  by 
a combination  of  immediate  and  delayed  hyper- 
sensitivity reactions  to  insect  bites,  usually  from 
fleas.  Fortunately,  response  of  this  type  lasts  only 
one  to  two  years.  Usually,  only  one  child  in  the 
family  is  affected  so  it  is  difficult  to  convince  the 
parents  that  the  lesions  are  due  to  bites  of  fleas, 
often  infesting  the  family  pet.  The  characteristic 
lesion  is  an  individual  papule  surrounded  by  an 
erythematous  ring  with  a central  punctum.  The 
lesions  rapidly  become  excoriated  and  may  be- 
come secondarily  infected. 

Treatment  of  papular  urticaria  is  difficult.  The 
biting  insects  must  be  avoided,  which  is  easier 
said  than  done.  You  may  try  a topical  insect  re- 
pellant,  calamine  lotion  and  a systemic  anti- 
pruritic. 

Diaper  Dermatitis 

For  the  most  part  diaper  rashes  are  the  result 
of  our  societal  pressures.  We  have  created  in- 
creasingly absorptive,  perfumed,  disposable  dia- 
pers carefully  covered  with  an  impermeable  shield 
to  protect  ourselves  from  the  infant’s  excrements, 
only  to  produce  an  atmosphere  similar  to  a tropi- 
cal rain  forest  in  the  perineum,  with  resultant  con- 
tact irritation  and  enhancement  of  growth  of  the 
flora  and  fauna  in  that  area. 

The  quickest  way  to  clear  a common  primary 
irritant  diaper  dermatitis  is  to  remove  the  diaper. 
Forget  the  “shot  gun”  preparations  that  attack 
everything,  including  the  skin  itself.  Steroid-anti- 
fungal preparations  like  Mycolog  (Squibb)  are 
primes  examples  of  overused,  overpriced,  “shot 
gun”  preparations  that  contain  a number  of 
potent  skin  sensitizers.  If  something  must  be 
used  when  the  diaper  is  put  back  on,  apply  zinc 
oxide  paste,  but  only  temporarily.  Corn  starch 
only  provides  fuel  for  the  bacterial  and  fungal 
fires,  so  avoid  this  previously  popular  powder. 

The  simplest  approach  to  diaper  dermatitis  is 
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to  divide  rashes  into  two  groups:  those  that  in- 
volve the  inguinal  creases,  and  those  that  do  not. 
The  latter  group  is  a result  of  several  primary 
irritant  causes  including  prolonged  contact  with 
urine  or  feces,  and  soaps  and  chemicals  leached 
out  of  the  diaper.  This  group  accounts  for  the 
great  majority  of  cases  of  diaper  rash. 

Four  disorders  produce  a dermatitis  that  also 
involves  the  inguinal  creases.  They  are:  sebor- 
rhea, monilia,  and,  much  less  commonly,  atopic 
dermatitis  and  psoriasis.  Monilial  overgrowth  is 
more  likely  to  occur  after  the  infant  has  received 
a course  of  antibiotics. 

Treatment  of  seborrheic  and  monilial  diaper 
dermatitis  is  the  same  because  the  seborrheic  rash 
is  often  complicated  by  candidal  overgrowth. 

Vioform  3%  (CIBA)  and  hydrocortisone  1% 
applied  together  or  Mycostatin  (Squibb)  plus 
hydrocortisone  usually  work  quite  well.  For  pri- 
mary irritant  diaper  dermatitis  the  irritants  must 
be  removed;  the  most  effective  therapy  is  exposure 
to  air. 

One  final  note:  Avoid  using  fluorinated  steroids 
in  the  diaper  area  as  well  as  the  face.  In  both 
areas  skin  atrophy  and  secondary  complications 
may  occur  rapidly. 

Atopic  Dermatitis 

This  common  disorder  is  usually  called  eczema. 
The  hallmark  of  this  chronic  skin  condition  is 
pruritus.  In  fact,  it  is  truly  an  itch  that  rashes. 
If  the  pruritus  could  be  prevented,  there  would 
be  no  rash. 

The  pruritus  in  atopic  dermatitis  may  be  trig- 
gered by  many  things.  Common  triggers  include 
soap  (especially  Dial,  Ivory,  Safeguard,  and  Irish 
Spring);  bathing  without  applying  a lubricant 
on  the  skin  afterwards,  or  bathing  too  frequently; 
heat — sweating  often  exacerbates  the  itching; 
cool  air — changes  in  air  temperature  may  cause 
the  skin  to  itch;  some  clothing,  especially  wool 
and  occasionally  nylon.  Diapers,  particularly 
disposable  ones  because  of  their  protective  outer 
layer,  or  “plastic”  diaper  covers  may  also  cause 
itching.  Emotional  stress  often  is  accompanied 
by  pruritus,  and  there  are  probably  other  factors. 
Rarely,  there  are  some  people  who  are  sensitive 
to  some  foods  that  cause  their  skin  to  itch.  Elimi- 


nation diets  are  the  only  means  of  determining 
the  offending  foods;  skin  tests  for  food  “allergens” 
are  worthless.  Atopic  dermatitis,  ie,  the  tendency 
to  have  a sensitive  skin,  is  inherited.  Other  forms 
of  atopy,  including  asthma  and  hayfever,  are  often 
present  in  the  child  with  atopic  dermatitis  or  in 
other  members  of  the  family. 

At  first  the  skin  may  become  raw  and  weep 
some  fluid.  As  scratching  continues  the  skin  be- 
comes lichenified  (thickened).  The  more  the  skin 
is  scratched,  the  thicker  it  becomes.  Atopic  der- 
matitis does  not  present  before  2 months  of 
age.  Infants  usually  have  involvement  of  the  face 
and  extensor  surfaces  of  the  extremities,  but  in 
more  severe  cases  the  entire  skin  surface  may  be 
involved.  Toddlers  and  older  children  generally 
have  involvement  of  the  flexor  creases,  especially 
of  the  antecubital  and  politeal  areas.  Adolescents 
and  adults  may  have  neck  and  periorbital  involve- 
ment. 

The  key  to  treatment  of  atopic  dermatitis  is 
relieving  the  itch.  A number  of  medications  may 
be  used,  alone  or  in  combination.  Often  one  has 
to  vary  recommendations  in  order  to  find  the 
most  successful  therapy. 

Emollients.  Children  with  atopic  dermatitis 
tend  to  have  dry  skin,  and  dry  skin  is  itchy. 
Emollients  help  to  keep  moisture  in  the  skin; 
many  are  available  without  a prescription  (Lubri- 
derm,  Cetaphil,  Nutraderm,  Eucerin,  Keri-Lo- 
tion).  Some  seem  to  work  better  for  one  person 
than  another.  They  always  should  be  used  two 
to  three  times  a day  with  or  without  other  medi- 
cations. 

Topical  Steroids.  There  are  literally  hundreds 
of  steroid  creams,  ointments  and  solutions  on  the 
market.  Try  to  stick  with  the  least  potent  non- 
fluorinated  preparation  (eg,  hydrocortisone)  for 
long-term  usage.  The  fluorinated  preparations  are 
more  potent  and  more  expensive,  and  also  more 
likely  to  cause  side  effects.  Never  use  the  fluori- 
nated steroids  on  the  face  or  in  the  diaper  area, 
since  atrophy  may  follow.  Always  attempt  to  re- 
turn to  the  least  potent  preparation  for  long-term 
usage.  Initially,  the  steroid  may  need  to  be  ap- 
plied three  to  four  times  a day.  Some  children 
seem  to  respond  better  to  creams  than  ointments 
and  vice  versa. 
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Anti-pruritics.  Occasionally  potent  anti-pruri- 
tics  in  high  doses  may  be  needed,  especially  at 
bedtime.  Hydroxyzine  (Atarax,  Roe  rig)  seems 
to  work  better  than  diphenhydramine  hydrochlo- 
ride (Benadryl,  Parke-Davis). 

Antibiotics.  Atopic  children  frequently  de- 
velop secondary  skin  infections  with  bacteria  and, 
more  seriously,  viruses  (herpes  simplex).  Bac- 
terial infections  usually  exacerbate  the  dermatitis 
and  require  treatment  with  systemic  antibiotics. 
Streptococcal  and  staphylococcal  infections  are 
the  most  common.  Long-term,  low-dose  antibi- 
otics may  be  required. 

Atopic  dermatitis  is  a chronic  disease.  It  is 
critical  that  parents  understand  that  we  cannot 
cure  the  underlying  proclivity  for  pruritus,  but 
we  can  generally  keep  the  skin  in  good  condition. 

Summary 

Skin  complaints  are  frequent  primary  or  sec- 
ondary complaints  to  physicians  who  care  for 
children.  Many  of  these  common  problems  can 
be  helped  by  the  medical  regimen  outlined  above. 


AIRPORT  SHUTTLE  SERVICE,  inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 
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And  All  of  Delaware  and  Maryland 


Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
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UNIFORMS,  INC. 
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LAB  COATS  — CONSULTATION  JACKETS 
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COMBINED  OPERATION 

The  term  “combined  operation”  was  coined 
during  the  Second  World  War  to  express  a multi- 
disciplinary approach  to  combat,  ie,  air,  sea,  and 
land  power.  It  is  attributed  to  that  great  states- 
man, politician  and  military  innovator,  Lord  Louis 
Mountbatten.  He,  too,  in  his  personality  com- 
bined many  approaches  to  life  and  was  a multi- 
disciplinary man  as  commander  in  chief  of  the 
allied  forces  in  Southeast  Asia  and  later  as  Vice- 
roy of  India.  He  lived  with  the  great,  yet  reached 
down  and  touched  the  untouchables. 

Mountbatten’s  system  of  application  of  the 
expertise  of  air,  sea,  and  land  military  knowledge 
was  new  and  untried.  Many  predicted  failure; 
they  knew  it  wouldn’t  work.  He  knew  no  one 
force  was  enough.  Clinical  trial  proved  a com- 
bined effort  would  and  did  win. 

As  we  reviewed  the  results  of  treatment  of 
head  and  neck  cancer,  we  found  much  to  be 
desired.  In  spite  of  new  chemotherapeutic  agents, 
advances  in  radiation  therapy,  and  additional 
support  to  surgery,  our  figures  for  control  of 
disease  were  poor. 

As  we  looked  critically  at  what  we  were  doing, 
we  felt  we  needed  a new  approach.  Chemother- 
apy even  after  radiation  therapy  and/or  surgery 
added  very  little  in  many  cases.  We  felt  that  one 
possibility  in  our  failure  was  the  inability  of  the 
drugs  to  get  to  the  primary  tumor  and/or  meta- 


static sites  in  the  neck  because  of  poor  blood 
supply. 

Also,  we  were  encouraged  by  new  drugs.  There 
were  dangers  of  toxicity,  but  we  felt  that  this 
could  be  controlled  with  careful  pre-treatment 
evaluation  and  follow-up. 

Working  as  a team,  a schedule  of  chemotherapy 
was  outlined  and  this  was  followed  by  surgical 
excision  of  the  primary  tumor  and  draining  of 
the  lymph  nodes.  A full  course  of  radiation 
therapy  for  cases  with  positive  nodes  and  certain 
other  selected  tumors  was  given. 

Our  results  have  exceeded  our  expectations, 
though  our  period  of  observation  is  short.  It  has 
even  been  impossible  to  find  tumor  in  some  of  our 
excised  surgical  specimens. 

In  addition,  chemotherapy  given  before  radia- 
tion therapy,  where  no  surgery  is  planned,  has 
shown  some  interesting  and  good  responses. 

Most  exciting,  we  have  a treatment  plan  rather 
than  just  a trial  and  error  routine. 

The  program  has  produced  results  in  an  area 
we  had  previously  considered  resistant  to  chemo- 
therapy, often  insensitive  to  radiation,  and  fre- 
quently not  encompassed  by  surgery. 

We  do  not  know  what  other  areas  of  cancer 
might  respond  to  a combined  effort.  Perhaps  we 
should  think  of  more  clinical  trials  in  tumors 
where  we  now  feel  most  frustrated  and  defeated. 

George  F.  McInnes,  M.D. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 
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NEWARK  MEDICAL  LABORATORY 
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• surgical  pathology 


• microbiology 


• hematology 


• cytology 


• chemistry 


• serology 


• nuclear  medicine 


Delaware  Medical  Laboratories , Inc.  • (302)  994-5764 

1 PIKE  CREEK  CENTER,  WILMINGTON,  DELAWARE  19808 


COOPERATING  IN  THE  HEALTH  CARE  SYSTEM 


Patricia  C.  Schramm,  Ph.D. 


I recently  had  the  pleasure  of  addressing  the 
New  Castle  County  Medical  Society.  The  theme 
of  my  address  was  that  health  care,  which  at  one 
time  was  an  essentially  private  concern,  is  in- 
creasingly becoming  a matter  of  public  policy. 
Therefore,  it  is  essential  that  private  health  care 
providers  and  the  public  sector  understand  each 
other’s  roles,  share  information,  and  work  coop- 
eratively in  order  to  assure  the  continuation  of 
the  voluntary  system  which  has  provided  such  a 
high  level  of  care  for  most  Americans. 

The  three  areas  in  which  the  public  sector  is 
deeply  involved  in  health  care  are: 

1.  Providing  access  to  health  care  for  peo- 
ple with  limited  incomes  and  the  elderly.  The 
public  sector  is  also  concerned  about  access  in 
medically  underserved  areas,  primarily  rural  com- 
munities and  inner-cities. 

2.  Long-range  planning  to  meet  health  care 
needs.  The  federal  government  has  provided  the 
impetus  to  initiate  an  on-going  planning  process 
to  serve  as  a guide  for  the  allocation  of  human 
and  financial  health  care  resources.  The  process 
is  designed  to  identify  health  needs,  encourage 
services  necessary  to  meet  those  needs,  and  pre- 
vent unnecessary  costs  and  duplication. 

Carrying  out  the  theme  of  cooperation,  Dela- 
ware is  in  the  unique  position  of  having  a single 
Statewide  Health  Plan  which  is  jointly  developed 
by  representatives  of  the  public  and  private  sec- 
tors. Agencies  involved  in  plan  development  are 
the  Delaware  Health  Council,  the  Statewide 

Patricia  Schramm,  Ph.D.,  is  the  Secretary  of  the  Department 
of  Health  and  Social  Services  in  the  State  of  Delaware. 


Health  Coordinating  Council,  and  the  Bureau  of 
Health  Planning  and  Resource  Development, 
which  is  in  our  Department. 

Citizens  are  encouraged  to  participate  in  vari- 
ous planning  task  forces.  The  second  annual 
health  plan,  which  contains  objectives  through 
1980,  has  just  been  published.  It  is  available  at 
the  Bureau  of  Health  Planning  and  Resource 
Development  offices,  Jesse  Cooper  Building, 
Dover,  Delaware,  19901. 

3.  The  oldest  area  of  public  sector  involvement 
in  health  care  is  through  public  health  services. 
Traditionally,  public  health  has  been  concerned 
with  overall  health  standards  of  the  populations, 
rather  than  individual  health  care. 

The  earliest  public  health  programs  were  de- 
signed to  deal  with  conditions  within  a community 
which  affect  the  health  of  its  citizens,  control  of 
infectious  diseases,  and  protection  of  the  public 
from  health  hazards. 

These  programs  include:  health  screening  for 
senior  citizens,  screening  for  specific  diseases 
and  health  problems  such  as  glaucoma,  sickle  cell 
anemia,  hypertension,  lead  poisoning,  cancer, 
hearing  problems,  sexually  transmissable  diseases, 
and  childrens’  orthopedic  problems. 

A screening  program  operated  by  the  Division 
of  Public  Health  under  Medicaid  is  currently  re- 
ceiving a great  deal  of  attention.  It  has  the  cum- 
bersome title  of  Early  Periodic  Screening,  Diag- 
nosis and  Treatment  Program  (EPSDT),  but 
basically  it  is  a routine  health  screening  and  test- 
ing program  for  Medicaid  eligible  children  under 


Del  Med  Jrl,  Oct  1980 — Vol  52,  No  10 


539 


Cooperating  in  the  Health  Care  System — Schramm 


21.  Its  purpose  is  to  provide  the  same  kind  of 
preventive  medical  care  for  poor  children  as 
that  received  by  most  middle  class  children. 
Screens  and  tests  are  provided  in  public  health 
clinics,  or  private  medical  practitioners  may  also 
provide  them.  When  a health  problem  is  discov- 
ered, the  child  is  referred  to  a private  physician 
or  hospital  clinic  for  follow-up  treatment. 

We  are  seeking  the  cooperation  of  the  medical 
community  in  this  program  because  we  know  that 
many  Medicaid  children  are  seen  by  private  prac- 
titioners and  receive  the  routine  tests  which  are 
part  of  standard  medical  practice  for  all  children. 
The  problem  is  that  many  of  these  patients  are 
not  reported  to  us  so  that  we  do  not  have  an 
accurate  picture  of  how  many  eligible  children 
are  being  screened.  This  is  very  important  in- 
formation for  the  state  to  have  in  view  of  goals 
established  by  federal  government,  and  we  want 
to  work  this  out  with  the  medical  community. 

The  discussion  after  my  address  last  Novem- 
ber dealt  primarily  with  criteria  for  eligibility 
for  medical  assistance  programs. 

The  basic  program  operated  by  the  Depart- 
ment to  pay  for  health  care  for  the  poor  is  Medi- 
caid. (Medicare  is  the  federally  funded  health 
insurance  program  for  the  elderly  and  disabled, 
which  is  operated  by  the  Social  Security  Adminis- 
tration.) Medicaid  is  a state/federal  program; 
in  Delaware,  the  costs  are  equally  divided.  States 
have  several  options  regarding  coverage  and 
eligibility,  but  all  program  regulations  are  estab- 
lished at  the  federal  level. 

Delaware’s  Medicaid  program  is  known  as  a 
“categorically  needy”  program.  Persons  eligible 
for  Aid  to  Families  with  Dependent  Children 
(AFDC)  or  Supplemental  Security  Income  (SSI), 
along  with  some  closely  related  categories,  re- 
ceive Medicaid  benefits.  Effective  July  1980, 
nursing  home  patients  with  income  up  to  180% 
of  the  SSI  standards  also  qualify  for  Medicaid 
coverage. 

In  addition  to  the  mandatory  Medicaid  ser- 
vices (hospital,  physician  services,  skilled  nursing 
facilities,  laboratory  and  x-rays,  home  health 
services,  family  planning,  and  EPSDT  child 
screening),  Delaware  has  elected  to  cover  several 
optional  services.  The  most  significant  in  terms 


of  utilization  are  prescription  drugs  and  inter- 
mediate care  facilities. 

Approximately  41,000  Delawareans  are  eligible 
for  Medicaid.  The  state  share  of  Medicaid  costs 
in  fiscal  year  1980  was  about  $20  million. 

Despite  the  availability  of  Medicaid,  Medicare 
and  private  health  insurance,  there  remain  indi- 
viduals and  families  who  “fall  through  the  cracks” 
of  health  care  coverage.  Most  persons  who  re- 
quire acute  care,  particularly  in  emergency  or 
life  threatening  situations,  will  get  that  care  re- 
gardless of  ability  to  pay.  However,  lack  of 
money  or  lack  of  insurance  coverage  prevents 
many  individuals  from  receiving  the  on-going 
preventive  and  routine  medical  care  they  need. 
Sometimes  the  cost  of  health  care  can  wipe  out 
a family  financially. 

Who  are  the  people  who  fall  in  the  “service 
gaps?”  Many  of  them  have  no  coverage  at  all. 
Some  are  very  poor,  but  do  not  fit  the  categories 
covered  by  Medicaid.  Others  are  just  above  the 
income  limits,  but  still  unable  to  afford  the  private 
health  insurance. 

Some  are  caught  in  a “time  bind”  created  by  a 
federal  law  which  states  that  disabled  persons 
cannot  receive  Medicare  until  two  years  after  the 
injury  or  accident  that  caused  the  disability.  In 
some  instances,  a combination  of  factors  results 
in  such  individuals  being  totally  uncovered  for 
medical  costs  during  the  initial  high  cost  stages 
of  recovery  from  serious  accident  or  injury. 

Then  there  are  individuals  who  have  public  or 
private  insurance  which  is  inadequate  to  meet 
specific  and  serious  health  care  needs.  For  ex- 
ample, private  insurance  does  not  always  cover 
the  overwhelming  costs  of  catastrophic  illness. 
Medicare  does  not  cover  prescription  drugs  and 
provides  only  limited  coverage  for  nursing  homes. 

“Gaps”  such  as  the  examples  mentioned  above 
cause  great  personal  and  financial  hardship.  In 
addition,  there  is  the  somewhat  related  question 
of  how  costs  of  providing  health  care  for  those 
who  cannot  afford  it  can  be  most  equitably  shared. 

Our  Department  and  Governor  Pierre  S.  du- 
Pont,  IV,  are  concerned  about  these  issues.  Be- 
cause of  these  concerns,  we  have  undertaken  an 
in-depth  one-year  study  and  analysis  of  alterna- 
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tives  for  expanding  health  care  coverage  for  those 
truly  in  need. 

A task  force  on  expanded  health  care  coverage 
has  been  formed,  consisting  of  representatives 
from  the  state  and  from  the  health  care  provider 
community.  The  task  force  will  provide  direction 
and  guidance  to  the  project.  It  is  being  chaired 
by  Amos  M.  Burke,  Chief  of  the  Bureau  of 
Health  Planning  and  Resource  Development.  The 
Bureau  is  providing  staff  assistance,  and  the  De- 
partment also  plans  to  use  the  assistance  of  expert 
health  care  consultants. 

The  study  will  identify  the  medically  under- 
financed population  in  Delaware  and  provide 
fiscal  and  program  projections  of  various  alterna- 
tives to  help  meet  their  needs.  Given  the  concern 
about  the  growing  costs  of  government  programs 
in  general,  and  health  care  in  particular,  it  would 


be  unrealistic,  as  Governor  duPont  has  stated, 
for  state  government  to  be  expected  to  meet  all 
health  care  coverage  gaps.  However,  we  believe 
that  the  study  will  provide  specific  information 
which  will  give  public  policy  makers  viable  options 
for  improving  health  care  coverage  in  Delaware, 
and  filling  at  least  some  of  the  gaps. 

Of  course,  government  cannot  do  it  all.  As 
the  medical  community  is  well  aware,  too  much 
government  involvement  can  lead  to  excessive 
interference  and  reduce  the  quality  of  health 
care.  The  best  way  to  prevent  that  from  happen- 
ing is  for  the  government  and  the  private  sector 
to  share  the  responsibilities,  the  burdens  and  the 
challenges  of  assuring  that  the  nation’s  elderly, 
the  poor,  rural  dwellers,  and  inner  city  inhabit- 
ants have  access  to  the  best  health  care  system 
in  the  world. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  1 00% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH®  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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I Douglas  M.  Spencer,  M.D.  Henry  H.  Stroud,  M.D. 

i 

i 

i 

! Douglas  M.  Spencer,  M.D.,  has  been  appointed  Director  of  the  Child  Diagnostic 

! and  Development  Clinic  of  the  Alfred  I.  duPont  Institute.  Henry  H.  Stroud,  M.D., 

i has  retired  from  the  position  of  Director,  which  he  held  since  CDDC  was  founded 

1 in  1964.  Dr.  Stroud  will  continue  his  association  with  CDDC  as  a pediatrician 

1 on  a part-time  basis,  both  at  the  Institute  and  in  Georgetown,  Delaware. 


; Dr.  Stroud  is  well-known  for  his  contributions  to  the  medical  field  and  as  an  1 

! active  community  leader.  He  was  recently  honored  with  an  award  by  Governor  f 

! Pierre  S.  duPont,  IV,  “in  recognition  of  his  meritorious  services  for  his  outstanding  1 

j efforts,  knowledge,  integrity,  prudence  and  ability  as  displayed  by  the  evidence  I 

I of  his  accomplishments  in  the  community.”  j 

| Dr.  Spencer  has  been  the  Pediatric  Program  Director  of  the  Moss  Rehabilitation  j 

j Hospital  in  Philadelphia  for  the  last  five  years.  He  was  in  pediatric  practice  in  f 

j Paoli,  Pennsylvania,  and  was  one  of  the  original  members  of  the  Chester  County  f 

j|  Association  for  Children  with  Learning  Disabilities.  A faculty  member  of  Temple  f 

! University,  Dr.  Spencer  has  also  been  a member  of  the  staff  of  St.  Christopher’s  ] 

jj  Hospital  for  Children  and  the  Albert  Einstein  Medical  Center,  both  in  Philadelphia.  | 

I Dr.  Spencer  is  a graduate  of  Swarthmore  College  and  the  University  of  Pennsyl-  j 

| vania  School  of  Medicine,  and  is  certified  by  the  American  Board  of  Pediatrics.  j 

j | 
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THE  ADJUNCTIVE  EFFECTS  OF  BEHAVIOR 
THERAPY  ON  THE  PHARMACOLOGICAL 
MANAGEMENT  OF  HYPERACTIVE  CHILDREN 


David  V.  Sheslow,  Ph.D. 
Wayne  Adams,  Ph.D. 


Stimulant  medication  is  considered  by  many 
to  be  an  effective  treatment  for  hyperactive  young- 
sters.1 Several  concerns,  however,  have  been 
registered  regarding  exclusive  reliance  on  medi- 
cation, including  the  fact  that  there  are  few 
studies  reporting  long-term  effectiveness  of  medi- 
cation in  ameliorating  academic  or  social  prob- 
lems. Recent  studies  suggest  that  the  greatest 
benefits  from  stimulant  medication  may  occur 
during  the  initial  few  months  of  administration.2’3 
Furthermore,  parents  may  continue  to  report  be- 
havior problems  at  home,  attributed  to  the  fact 
that  stimulant  medication  is  often  not  administered 
in  the  late  afternoon  or  on  weekends.  Addition- 
ally, the  child  may  attribute  his  or  her  behavior 
change  to  the  medication  rather  than  to  his  or 
her  personal  efforts. 

One  possible  alternative  or  adjunct  to  pharma- 
cological treatment  is  the  training  of  parents  and 
teachers  in  behavior  management  techniques. 
O’Leary  reported  significant  improvement  in  the 
parents’  ratings  of  problematic  behavior  associ- 
ated with  hyperactivity  following  implementation 
of  a behavioral  treatment  program  in  school.  At 
the  time  of  O’Leary’s  study,4  participating  children 
were  not  receiving  medication,  although  similar 

Dr.  Sheslow  is  a Pediatric  Psychologist  at  the  Child  Diagnostic 
and  Development  Clinic  of  the  Alfred  I.  duPont  Institute,  Wil- 
mington, Delaware. 

Dr.  Adams  is  Chief  Psychologist  at  the  Child  Diagnostic  and 
Development  Clinic  of  the  Alfred  I.  duPont  Institute,  Wilmington, 
Delaware. 
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behavior  improvement  has  been  demonstrated  by 
employing  behavior  therapy  techniques  while 
stimulant  medication  was  withdrawn.3 

Direct  classroom  comparisons  of  behavioral 
and  pharmacological  treatments  have  yielded  dif- 
fering results.  Studies  have  reported  that  the 
two  treatments  have  similar  effects,5  that  methyl- 
phenidate  is  significantly  better  than  behavior 
therapy  in  reducing  undesirable  classroom  ac- 
tivity,6 and  that  the  combination  of  methylpheni- 
date  and  behavior  therapy  yields  the  best  results.7 

The  purposes  of  our  study  were  three-fold: 
(1)  to  examine  the  adjunctive  effects  of  group 
parent-behavior  management  training  on  young- 
sters previously  diagnosed  as  hyperactive  and  re- 
ceiving stimulant  therapy,  (2)  to  explore  changes 
in  parental  attitudes  toward  their  children  as  a 
result  of  the  parents  learning  behavior  manage- 
ment techniques,  and  (3)  to  determine  the  effects 
of  parent-behavior  management  training  on  their 
children’s  school  performance  without  specific 
school  intervention. 

Subject  Selection 

The  seven  children  studied  had  been  evaluated 
previously  by  a multidisciplinary  team  including 
a pediatrician,  a psychologist,  a social  worker, 
and,  where  appropriate,  a child  psychiatrist  and  a 
language  pathologist.  All  met  the  following  cri- 
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teria:  all  were  diagnosed  as  hyperactive  (atten- 
tional  deficit  disorder)  and  had  responded  favor- 
ably to  stimulant  medication;  all  had  either  verbal 
or  performance  I.Q.  scores  above  80  (low  aver- 
age or  higher);  and  none  showed  evidence  of 
psychosis  or  neurological  damage.  All  seven 
children  were  between  5Vi  and  11  years  of  age 
and  were  attending  school. 

The  data  reported  are  from  five  parents  who 
reported  having  the  major  time  and  management 
responsibilities  for  their  children  and  who  had  no 
previous  behavior  management  experience  before 
participating  in  our  two-month  training  group. 
The  parents  of  five  children  completed  the  train- 
ing group,  and  two  sets  of  parents  dropped  out. 
The  data  reported  are  from  those  parents  who 
completed  the  training  group  (n  = 5). 

Dependent  Measures 

Prior  to  and  following  group  participation,  par- 
ents completed  the  abbreviated  form  of  the  Con- 
nors Parent  Rating  Scale.8  To  be  accepted,  a 
child  had  to  receive  an  average  score  of  15  or 
higher  on  the  ten-item  rating  scale  on  which  be- 
havior consistent  with  hyperactivity  (eg,  “con- 
stantly fidgeting”)  can  be  rated  from  0 (not  at 
all)  to  3 (very  much). 

In  addition,  parents  completed  a Parent  Atti- 
tude Scale,9  an  11-item  scale  (co-designed  by 
Sheslow)  which  assesses  the  parents’  attitudes 
about  management  and  parenting  satisfaction 
(eg,  “I  find  myself  criticizing  my  child’s  behav- 
ior”; “My  child  makes  me  angry”;  “I  like  to  spend 
time  with  my  child”).  The  Parent  Attitude  Scale 
uses  a five-point  rating  system  ranging  from 
always  to  never. 

Before  and  following  the  parents’  group  par- 
ticipation, each  child’s  teacher  was  requested  to 
complete  the  abbreviated  Connors  Teaching  Rat- 
ing Scale.10  The  teachers  rated  the  same  behaviors 
rated  by  the  children’s  parents;  the  teachers  were 
not  told  of  the  parents’  group  participation. 

Procedure 

Parents  were  informed  by  mail  that  the  pur- 
pose of  the  group  was  “to  help  parents  develop 
a more  comprehensive  understanding  of  hyper- 
activity and  to  develop  a set  of  techniques  which 


will  prove  effective  in  handling  behavior  prob- 
lems as  well  as  develop  more  pleasant  interac- 
tions with  your  child.”  Sessions  lasted  approxi- 
mately 1 Vi  to  2 hours.  There  was  no  charge  for 
the  sessions  although  an  $8  deposit  was  collected 
and  refunded  weekly,  contingent  upon  attendance 
and  the  completion  of  homework  assignments. 
This  contingency  was  used  as  a training  exercise 
to  teach  the  principle  of  “reward  for  good  work.” 

Two  texts  were  used.  The  first,  Parents  Are 
Teachers,  is  a brief  manual  providing  an  intro- 
duction to  behavioral  principles.11  The  second, 
Raising  a Hyperactive  Child,  provides  background 
on  the  nature  of  hyperactivity  as  well  as  specific 
intervention  ideas  consistent  with  a behavior 
therapy  approach.12 

Eight  sessions  were  conducted  on  a weekly 
basis.  A summary  of  the  curriculum  is  provided 
in  Table  1.  The  initial  two  sessions  were  specifi- 
cally designed  for  the  parents  to  share  their  child 
rearing  experiences  surrounding  the  nature,  course 
and  problems  common  to  hyperactive  youngsters. 
Additionally,  issues  involving  the  pharmacological 
management  of  hyperactive  youngsters  were  also 
discussed.  The  six  sessions  that  followed  were 
designed  to  teach  behavioral  principles  including 
methods  to  increase  appropriate  behavior  in  chil- 
dren, decrease  undesirable  behavior  in  children, 
and  develop  behavior  change  programs  using  con- 
tracting, etc. 

Each  parent  was  responsible  for  developing 
a specific  behavior  change  program  including 
assessment,  intervention,  and  maintenance  tech- 
niques. Parents  were  required  to  hand  in  and 
discuss  weekly  homework  assignments  related  to 
their  change  programs.  Each  parent  developed 
his  or  her  own  program  involving  a problematic 
behavior  with  the  restrictions  that  the  behavior 
was  observable,  recordable,  and  potentially 
changeable  in  a two-month  period.  Assistance  in 
program  development  and  modification  came  from 
the  group  leader  and  from  other  parents. 

Results 

Analysis  of  the  parents’  pre-  and  post-test  rat- 
ings on  the  Connors  Behavior  Rating  Scale  indi- 
cated significantly  less  disruptive  behavior  (t  — 
12.55,  p < .01).  However,  parents’  ratings  on 


544 


Del  Med  Jrl,  Oct  1980 — Vol  52,  No  10 


The  Adjunctive  Effects  of  Behavior  Therapy — Sheslow 


TABLE  1 

WEEKLY  TOPICS  AND  HOMEWORK  ASSIGNMENTS  FOR  THE 
PARENT  BEHAVIOR  MANAGEMENT  GROUP 

Week  Topic  Homework  Assignments  (Abbreviated) 

1 . Introduction — What  is  hyperactivity? 

What  are  the  causes  of  hyperactivity? 

What  are  the  problems  common  to  the 
hyperactive  child  and  his/her  family? 

2.  How  does  hyperactivity  change  as  the  Keep  a diary  for  at  least  two  nights  this  week  (after  dinner 

child  grows  older?  to  bedtime)  listing  both  your  child’s  positive  and  problem- 

Pills  versus  Skills?  How  do  you  manage  atic  behavior.  Husbands  and  wives  should  record  observa- 
the  hyperactive  child?  tions  independently  but  for  the  same  nights. 

3.  Introduction  to  Behavior  Management  Describe  two  behaviors  in  specific  terms  you  would  most 

Principles.  like  to  help  your  child  to  change.  Count  the  number  of  times 

Where  to  start.  the  behavior  occurs  on  two  separate  days,  afternoons  or 

evenings. 

4.  The  Power  of  Rewards — How  do  we  Devise  a change  plan  based  upon  reward  principles  for  one 

increase  desired  behavior?  of  the  problematic  behaviors  you  counted  last  week.  Con- 

tinue counting  both  behaviors  for  the  same  two  days  you 
did  last  week. 


5. 


The  Positive  Approach  to  Discipline  — Devise  a change  plan  based  upon  reward  for  the  second 
Specific  strategies.  problematic  behavior  that  was  only  counted  last  week. 

Continue  with  the  previous  assignment. 


6.  Decreasing  Negative  Behavior — How  to 
use  punishment  effectively. 


Add  time-out  from  reward  or  extinction  (ignoring)  proce- 
dures to  the  programs  already  worked  on.  Continue  the 
reward  program  and  counting.  If  there  is  no  reason  to  add 
a punishment  program,  pick  a new  behavior  that  is  objec- 
tionable; define  it  and  count  it  for  at  least  two  days;  then 
devise  a change  plan  using  both  reward  and  punishment 
principles. 


7.  Problem  Solving — Parents  as  teachers.  Devise  two  behavioral  programs  using  the  principles  dis- 
cussed in  class.  The  specific  behaviors  to  be  worked  on  are 
(1)  using  obscene  language  in  the  house  and  (2)  getting 
to  bed  on  time.  Add  whatever  background  material  you 
think  necessary  for  you  to  devise  potentially  effective  pro- 
grams. 


8.  Follow-Up — Maintaining  positive  behav- 
change. 


the  Parent  Attitude  Scale  failed  to  yield  a sig- 
nificant treatment  effect  (t  = 1.12,  p > .15). 

Comparison  of  the  teachers’  pre-group  and 
post-group  ratings  of  hyperactive  behavior  for 
those  children  whose  parents  completed  the  group 
sessions  (n  = 5)  indicated  a significant  treatment 
effect  (t  = 2.6,  p < .05).  In  contrast,  no  change 
was  indicated  in  the  pre/post  analysis  of  teachers’ 
ratings  of  those  children  whose  parents  failed 
to  complete  the  group  sessions  (n  = 2).  (Non- 
significant differences  were  obtained  between  pre- 
group teacher  ratings  on  the  five  youngsters  whose 


parents  learned  behavior  principles  and  two 
youngsters  whose  parents  did  not.) 

Discussion 

The  results  of  this  investigation  suggest  that 
training  parents  in  behavior  therapy  techniques 
can  be  a significant  adjunct  to  the  pharmacological 
management  of  the  hyperactive  child.  Significant 
improvements  were  found  in  the  parents’  ratings 
of  their  children’s  behavior  although  this  was  not 
accompanied  by  changes  in  their  attitudes  about 
parenting.  Additional  slight  but  significant  im- 
provements in  teacher-rated  classroom  behavior 
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were  found  for  youngsters  whose  parents  com- 
pleted the  eight-week  training  group. 

These  results  should  be  of  interest  to  physicians 
on  several  grounds.  First,  while  stimulant  drugs 
such  as  methylphenidate  hydrochloride  (Ritalin, 
CIBA)  are  recommended  as  “adjunctive  therapy 
to  other  remedial  measures  . . . the  pediatrician 
has  the  dilemma  of  not  knowing  which  adjunctive 
therapies  to  utilize.”4  The  results  of  this  and  pre- 
vious studies  suggest  that  behavioral  intervention 
may  not  only  be  effective  in  combination  with 
medication,  but  may  also  serve  as  an  effective 
mechanism  to  facilitate  eventual  drug  withdrawal. 

Secondly,  since  parents  are  frequently  advised 
not  to  administer  medication  late  in  the  afternoon, 
on  weekends  or  during  vacations,  parents  may  be 
left  “helpless”  to  deal  with  problems  in  the  home 
setting. 

Thirdly,  the  emphasis  in  the  parents’  group  on 
contracting  for  positive  behavior  change,  reward- 
ing improvement,  being  responsible  when  the  child 
is  in  compliance  with  agreed  upon  contingencies, 
and  seeking  fair  and  consistently  applied  discipline 
may  have  heightened  the  child’s  ability  to  use  the 
traditional  structure  imposed  in  his  classroom,  as 
indicated  by  teacher  ratings.  This  last  finding 
must  be  treated  with  caution  as  some  studies  fail 
to  report  generalization  of  treatment  effects  across 
settings.12 

It  is  possible  to  speculate  on  the  lack  of  sig- 
nificant changes  on  the  parent  attitude  measure 
in  light  of  the  parents’  report  of  significant  be- 
havior changes.  It  was  clear  from  the  parents’ 
discussions  that  raising  a child  with  an  attentional 
deficit  disorder  presents  considerable  stress  when 
the  child  interacts  with  his  or  her  siblings,  school 
and  neighborhood.  One  parent  reported  in- 
formally, “When  things  get  too  calm,  I go  to  find 
out  what’s  happening;  I know  trouble  is  just 
around  the  corner.”  It  is  possible  that  a longer 
period  of  positive  behavior  change  is  required 
before  parents  reformulate  their  attitudes  about 
their  parenting  roles. 

While  sample  size  in  this  study  was  small  (n  = 
5)  and  there  was  no  control  group,  our  results 
have  been  replicated  in  our  other  behavior  man- 
agement groups  with  heterogeneous  patient  popu- 
lations. In  a previous  group  which  included  eight 
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sets  of  parents  (four  of  the  eight  children  repre- 
sented had  been  diagnosed  as  hyperactive),  par- 
ents’ ratings  on  the  Connors  Scale  also  changed 
significantly  by  the  end  of  the  group  sessions 
(t_—  4.35,  p < .01).  Comparisons  between  the 
treatment  group  and  waiting  list  controls  revealed 
significant  differences  in  the  expected  direction 
(t_  = 9.95,  p < .01)  by  the  end  of  the  training 
sessions. 


In  planning  a comprehensive  treatment  pro- 
gram for  hyperactive  (attentional  deficit  disor- 
der) children,  the  needs  of  their  parents  for  as- 
sistance in  behavior  management  must  be  con- 
sidered alongside  those  of  the  child  and  his  school. 
In  light  of  the  concerns  about  relying  on  medica- 
tion as  a single  treatment  modality,  and  in  light 
of  parents’  formal  and  informal  reports  of  a more 
peaceful  home  environment  when  they  practice 
behavior  management  techniques,  we  suggest  that 
physicians  caring  for  such  children  locate  re- 
sources in  their  community  that  offer  applied  be- 
havior and  management  “courses.” 

Additional  evaluative  research  should  be  aimed 
not  only  at  comparing  the  behavioral  approach 
with  other  treatment  approaches,  but  also  at  in- 
vestigating the  effective  components  within  the 
behavioral  approach.  The  need  for  long-term 
follow-up  to  more  fully  evaluate  possible  changes 
in  parenting  attitudes  in  light  of  the  child’s  be- 
havioral change  is  clear. 
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BIOCHEMICAL  VALUES  IN  CLINICAL  MEDICINE, 
6th  Edition,  by  R.  D.  Eastham,  M.D.,  Year  Book 
Medical  Publishers,  Inc.,  Chicago,  Illinois,  1978. 
262  pp.  Price  $9.95. 

“Old  laboratory  tests  never  die  and  very  few 
of  them  ever  fade  away”  (Rex  Conn,  M.D.). 
Because  of  this,  the  battery  of  tests  available  to 
the  physician  continues  to  grow  and  an  easy 
reference  to  the  interpretation  of  test  results 
continues  to  be  needed.  Dr.  Eastham  has  pro- 
duced the  sixth  edition  of  his  paperback  in  just 
18  years,  a daunting  task.  I dislike  books  of 
lists,  but  T must  confess  that  Dr.  Eastham’s  book 
has  its  uses,  if  only  to  remind  me  of  the  nth  cause 
of  an  increased  alkaline  phosphatase.  While  the 
author  does  point  out  the  obsolescence  of  some 
tests,  others  which  are  undoubtedly  obsolete  still 
remain,  such  as  CSF  chloride,  the  colloidal  gold 
reaction,  thymol  turbidity  and  basal  metabolic 
rate  (obsolete  because  nobody  knows  how  to  do 
it  anymore). 

In  a book  of  this  nature,  the  relative  value  of 
tests  is  not  discussed  and  this  is  a pity,  for  what 
is  needed  is  a more  intelligent  use  of  the  labora- 
tory. However,  if  you  cannot  remember  why  you 
ordered  a test,  look  it  up  in  Dr.  Eastham’s  book 
and  you  may  well  find  the  answer. 

P.  John  Pegg,  M.D. 

£ % 

A SHORT  TEXTBOOK  OF  MEDICAL  STATISTICS, 
10th  Edition,  by  Sir  Austin  Bradford  Hill,  J.  B.  Lip- 
pi nco+t  Company,  Philadelphia,  1977.  Illus.  Price 
$10.00. 

When  one  tries  to  understand  the  subject  of 
medical  statistics,  he  is  confronted  with  a series 
of  topics  and  calculations,  which  in  most  books 
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are  not  well  explained;  their  value  and  relation- 
ship to  everyday  practice  are  not  that  clear. 

Sir  Austin’s  book  not  only  is  extremely  lucid 
and  well-written  in  these  areas,  but  it  also  has 
extensive  and  valuable  discussion  on  problems  of 
sampling,  something  I’ve  rarely  seen  in  other 
texts.  Of  great  interest  are  the  examples  which 
help  one  to  understand  what  is  meant  by  and 
what  can  be  expected  from  various  statistical 
procedures  in  everyday  use. 

Medical,  biological,  and  biometrical  students 
and  also  physicians,  especially  in  the  field  of  labo- 
ratory medicine,  will  find  the  book  helpful. 

G.  H.  Pezeshkpour,  M.D. 


% % % 


DERMATOLOGY  IN  GENERAL  MEDICINE,  Second 
Edition,  edited  by  Thomas  B.  Fitzpatrick,  M.D., 
Arthur  Z.  Eisen,  M.D.,  Klaus  Wolff,  M.D.,  et  al, 

McGraw-Hill  Book  Company,  New  York,  1979. 
1884  pp.  Illus.  Price  $85.00. 

This  multi-authored  textbook  and  atlas  (the 
second  edition)  has  been  revised  extensively. 
This  text  has  several  unusual  features  such  as 
contributors  from  all  over  the  world.  In  addi- 
tion, the  last  section  is  a color  atlas  that  you 
cannot  afford  to  miss.  This  atlas  includes  chap- 
ters on  the  differential  diagnosis  of  rashes,  oculo- 
cutaneous dermatology,  early  detection  of  malig- 
nant melanoma,  and  dermatology  of  the  mucous 
membranes.  Part  of  the  cost  of  this  color  atlas 
is  underwritten  by  a group  of  drug  companies. 

The  text  is  all  inclusive.  Each  and  every 
dermatologic  disease  is  carefully  described  and 
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carefully  visualized  with  the  extensive  use  of 
photos. 

Also  recommended  are  two  chapters  on  the 
cutaneous  manifestations  of  nutritious,  metabolic, 
hereditary  and  systemic  diseases. 

This  textbook  is  recommended  to  all  derma- 
tologists and  to  internists  with  an  interest  in  der- 
matology, as  well  as  all  hospital  libraries.  This 
author  recommends  the  atlas  section  to  all  phy- 
sicians. 


Howard  Leibowitz,  M.D. 

Dr.  Leibowitz  is  a Fellow  in  the  Department  of  Nephrology  at 
Hahnemann  Hospital  in  Philadelphia. 


M?  % 

ATLAS  OF  THE  NEWBORN  by  Neil  O’Doherty,  M.D., 
J.  B.  Lippincott  Company,  Philadelphia,  1979.  412 
pp.  Illus.  Price  $29.00. 

This  unique  and  beautiful  book  of  photographs 
was  designed  to  aid  in  the  examination  of  the 
newborn  by  enabling  recognition  of  the  normal 
versus  the  abnormal.  A very  brief  text  explains 
the  significance  of  each  of  the  variations  ranging 
from  trivial  to  life-threatening. 

This  is  not  a “how  to”  book;  it  does  not,  for 
example,  demonstrate  the  examination  for  con- 
genital hip  abnormality  or  the  neurologic  exam. 
Instead,  O’Doherty  concentrates  on  those  aspects 
of  trauma,  infection,  congenital  abnormalities 
and  defects  of  the  skin  which  can  best  be  portrayed 
in  photographs  of  normal  and  low  birth  weight 
infants. 

One  shortcoming  of  the  book  is  that  a small 
fraction  of  the  photographs  is  not  reproduced 
sufficiently  well  to  illustrate  the  point  in  question. 
This  is  particularly  so  for  the  skin  lesions;  there 
isn’t  always  enough  contrast  in  the  photos. 

Nevertheless,  this  is  a most  interesting,  easily 
read  book,  one  which  would  be  useful  to  anyone 
who  examines  babies,  be  s/he  pediatrician,  ob- 
stetrician, or  family  practitioner.  It  will  be  of 
most  value  to  anyone  who  has  not  yet  had  much 
clinical  experience. 

M.  Diana  Metzger,  M.D. 
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(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan 

(diethylpropion  hydrochloride  NF)  controlled-reiease 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  sublets  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
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chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema,  Endocrine: 
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dyspnea,  hair  loss,  muscle  pain,  dysuria,  increasea  sweating,  and 
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DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
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and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
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mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Readme1®)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 
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Practice  at  The  Wilmington  Medical  Center, 
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THE  PHILOSOPHY  OF  MEDICINE,  The  Early  Eight- 
eenth Century  by  Lester  S.  King,  M.D.,  Harvard 
University  Press,  Cambridge,  Massachusetts,  1978. 
291  pp.  Price  $17.50. 

The  scientific  revolution  of  the  18th  Century 
also  affected  medical  theories.  Medicine  rapidly 
became  less  metaphysical,  less  empirical,  less  slav- 
ishly devoted  to  the  thousand-year-old  pronounce- 
ments of  two  early  Greeks,  Hippocrates  and 
Galen. 

In  order  to  explain  the  evolution  of  medical 
thought  in  the  18th  Century  much  of  King’s  dis- 
cussion is  centered  in  the  17th.  He  begins  with 
the  playwright  Moliere  (1622-1673)  whose  sev- 
eral physicians  are,  alas,  portraits  of  their  time: 
“Pompous  ignorance,  avarice,  reactionary  ad- 
herence to  tradition  and  stubborn  resistance  to 
change,  narrow  guild  restrictions,  the  quarrels  and 
jealousies  of  the  medical  faculty  ...  all  were 
sharply  etched.”  Some  of  the  physicians  dis- 
cussed are  still  familiar  to  us  all  (Willis,  of  the 
circle,  for  example),  but  most  are  not,  even 
though  they  should  be:  Pitcairn,  Bellini,  Boer- 
haave. 

Yet,  despite  my  interest,  I found  this  a difficult 
book  to  read,  largely  because  its  organization  is 
not  chronologic.  Could  it  have  been  assembled 
from  a series  of  separate  lectures?  Soul,  Mind 
and  Body;  The  Power  of  the  Imagination;  Ration- 
alism and  Empiricism — the  powerful  chapter  titles 
are  compatible  with  such  a thesis. 

Medicine,  said  Giorgio  Baglivi  (1668-1706), 
rests  on  “certain  rules,  confirmed  by  repeated 
experience.” 

Some  things  have  not  changed. 

Bernadine  Z.  Paulshock,  M.D. 


vs 

CLINICAL  INTERNAL  MEDICINE  edited  by  L.  Barth 
Reller,  M.D.,  Steven  A.  Sahn,  M.D.,  and  Robert  W. 
Schrier,  M.D.,  Little,  Brown  and  Company,  Boston, 
1979.  593  pp.  Price  $16.95. 

This  book  was  written  for  medical  students  as 
an  introduction  to  clinical  medicine.  It  is  an 
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attempt  to  portray  the  manner  in  which  people 
present  themselves  to  physicians.  The  editors 
and  their  colleagues  from  the  University  of  Colo- 
rado have  done  an  outstanding  job. 

There  is  a brief  introductory  chapter  entitled 
“Introduction  to  Clinical  Internal  Medicine,”  fol- 
lowed by  chapters  in  the  various  specialty  areas. 
Each  chapter  follows  a format  of  first  considering 
emergency  situations  and  then  discussing  the  gen- 
eral approach  to  the  system  involved.  For  ex- 
ample, in  the  chapter  on  cardiology,  cardiac  ar- 
rest, acute  cardiogenic  pulmonary  edema,  cardiac 
tamponade,  and  aortic  dissection  are  discussed 
under  emergencies.  This  is  followed  by  a section 
on  presenting  features  including  symptoms,  signs, 
and  laboratory  abnormalities,  and  ECG.  Finally, 
the  common  diseases  and  problems  are  discussed. 

This  book  is  not  meant  to  be  encyclopedic. 
Its  outstanding  characteristic  is  that  no  words  are 
wasted.  Charts  and  illustrations  are  easily  read 
and  pertinent  to  the  subject  discussed.  It  is  an 
excellent  book  for  medical  students,  and  could 
be  used  with  profit  by  sophomores,  juniors,  and 
seniors. 

I would  also  suggest  that  there  is  a wealth  of 
information  for  those  of  us  who  are  not  experts 
in  all  fields. 

Leonard  P.  Lang,  M.D. 

HEALTH  AND  THE  FAMILY  edited  by  Clive  Wood, 

Grune  and  Stratton,  Inc.,  New  York,  1979.  240  pp. 
Price  $27.00. 

The  special  niche  the  family  unit  occupies  in 
American  medicine  has  been  only  recently  offi- 
cially recognized  through  the  creation  of  the 
American  Board  of  Family  Practice  and  residency 
training  program  accreditation  in  this  specialty. 
Out  of  this  situation  have  evolved  many  questions 
regarding  current  medical  responsibilities  and  the 
future  of  family  health  maintenance  in  this  coun- 
try. This  book  addresses  those  problems  caused 
by  the  alteration  of  family  structure  in  modern 
day  society  and  the  impact  it  has  had  upon 
primary  health-care  relationships  and  medical 
education.  The  text  is  a compilation  of  the  pro- 
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ceedings  from  a'  three-day  conference  held  in 
Cincinnati,  Ohio,  in  which  the  issues  are  explored 
that  pertain  to:  changing  functions  of  the  family 
and  their  association  to  health  and  illness,  family 
and  medical  education,  family  and  parenthood, 
family  and  the  media,  challenges  of  primary  care 
to  obstetric  services,  family  crises,  and  future 
health  developments.  The  problems  associated 
with  these  specific  areas  of  family  health  are  mas- 
terfully presented  by  a wide  range  of  medical 
authorities  from  the  United  Kingdom  and  the 
United  States.  Their  various  views,  fostered  from 
separate  educational  and  governmental  back- 
grounds, are  interesting  and  enlightening.  A 
discussion  following  each  chapter  serves  further 
to  sharpen  differences,  advantages,  and  disad- 
vantages between  the  health  care  delivery  systems 
of  each  country. 

This  hard-bound  volume  is  easily  readable  and 
deserves  to  be  read  by  family  practitioners,  pedia- 
tricians, obstetricians,  internists,  psychologists, 
social  workers,  nurses  and  all  other  individuals 


involved  in  any  aspect  of  primary  health  care. 
We  must  be  aware  of  the  issues  discussed  here, 
for  they  are  of  current  concern  and  certainly  will 
help  mold  our  approach  to  treating  the  family 
unit  in  the  near  future. 

Andrew  A.  Farkas 

Mr.  Farkas  is  a fourth-year  medical  student  at  Jefferson  Medical 
College. 

% 

VENOUS  PROBLEMS  by  John  J.  Bergan,  M.D.,  and 
James  S.  T.  Yao,  M.D.,  Ph.D.,  Year  Book  Medical 
Publishers,  Chicago,  1978.  613  pp.  Ulus.  Price 
$42.50. 

This  is  a series  of  independent  articles  delivered 
at  “The  Symposium  on  Venous  Problems,”  the 
purpose  of  which  was  to  honor  Dr.  Geza  De- 
Takats  and  to  bring  together  outstanding  investi- 
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USE  OF  A CONSULTANT  IN  THE 
RECRUITING  PROCESS 

Leif  C.  Beck,  LL.B.,  CPBC 
Vasilios  J.  Kalogredis,  J.D.,  CPBC 
Geoffrey  T.  Anders,  J.D.,  CPA 
Dorothy  R.  Sweeney 


Last  month’s  article  dealt  with  the  importance 
of  carefully  recruiting  and  hiring  medical  office 
help.  Creating  a large  pool  of  applicants  from 
which  to  draw,  followed  by  two  interviews,  skill 
testing  and  reference  checking  are  absolutely 
necessary.  The  hiring  routine  should  not  be 
shortcutted,  no  matter  how  well  the  physician 
feels  he  knows  the  applicant. 

Yet,  what  about  the  individual  doctor  or  group 
looking  for  an  administrator/ office  manager? 
Who  gets  involved  in  the  hiring  routine  for  that 
person?  Staff  really  cannot  interview  for  their 
own  supervisors,  nor  do  they  normally  have  the 
experience  and  talent  needed.  The  physician 
does  not  have  the  time  to  devote  to  the  pre- 
liminary (but  important)  work  of  culling  down 
applicants  to  the  best  two  or  three  for  a final 
comparison  interview. 

The  medical  management  consultant,  working 
closely  with  the  doctor  or  group  can  be  a good 
intermediary  in  the  recruiting  and  hiring  process. 
This  can  especially  be  true  when  looking  for  a 
higher  level  office  manager  or  business  adminis- 
trator. 

More  medical  practices,  even  those  which  pre- 
viously were  considered  too  small  for  an  office 
manager,  are  now  finding  a lay  person  trained 
in  the  business  aspects  of  running  an  office  to  be 
a good  investment.  But  physicians  often  tell  us 
they  have  no  idea  how  to  go  about  finding  such 
a person.  Thus,  even  with  the  very  obvious 
need  for  a lay  administrator,  the  position  is  not 
filled  for  lack  of  someone  to  take  charge  of  the 
beginning  process.  Or,  one  staff  person  is  pro- 
moted upwards  by  default  without  thought  to 
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the  administrative  needs  of  the  job,  often  with 
disastrous  results. 

Medical  management  consultants  can  bring  a 
unique  brand  of  expertise  to  the  recruiting  pro- 
cess. The  knowledge  of  so  many  other  medical 
practices  on  which  to  draw  comparisons,  com- 
bined with  day  to  day  business  experience  permits 
them  to  grasp  the  desired  job  and  determine  the 
qualities  and  experiences  needed  to  fill  it.  Ap- 
propriate skill  tests  can  be  individually  designed 
to  meet  the  needs  of  the  job.  A bookkeeping  test 
could  be  designed  if  the  job  involves  that  skill. 
Role  playing  questions  designed  to  test  a person’s 
“people  skills”  could  be  administered  since  the 
job  requires  an  expertise  in  handling  personnel. 

While  consultants  are  not  normally  “employ- 
ment agents,”  they  can  usually  do  the  initial  work 
much  more  efficiently  than  an  agency.  Agencies 
earn  their  commission,  often  a high  percentage 
of  the  first  year’s  salary,  on  placing  an  applicant 
in  a job.  Consultants,  on  the  other  hand,  usually 
charge  on  an  hourly  basis  for  the  work  performed. 
Normally  this  means  a lower  charge  than  the 
agency  commission.  And  there  is  not  the  con- 
stant pressure  to  have  applicants  presented  to  the 
doctors — consultants  can  be  more  selective. 

A consultant  would  normally  spend  a few 
hours  in  the  practice  talking  with  the  doctor  and 
seeing  the  office  in  operation.  Often  by  having 
other  practices  to  relate  to  and  draw  upon,  the 
consultant  will  know  better  than  the  doctor  what 
duties  a manager  should  perform.  Individualized 
want  ads  would  be  designed  to  be  placed  into 
appropriate  local  newspapers.  Resumes  would 
be  mailed  directly  to  the  consultant,  thus  keeping 
the  physician (s)  out  of  the  beginning  process. 
Only  after  reviewing  resumes,  telephone  screen- 
ing, initial  interviewing  and  testing  would  the 
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physician  become  involved  in  the  hiring  process. 
The  consultant  would,  in  effect,  do  the  work 
described  in  that  article  last  month,  but  on  a 
higher  level,  doing  more  of  an  “executive  search.” 

By  removing  most  of  the  duties  from  the  prac- 
tice office  and  having  the  resumes  sent  to  a blind 
post  office  box  (or  to  the  newspaper  itself  to  be 
collected  and  sent  to  the  consultant)  the  phy- 
sician can  refer  all  inquires  about  the  job  “to  my 
consultant.”  This  may  alleviate  the  need  to  inter- 
view and  consider  a patient  or  a friend  who 
inquires  about  a job  opening.  Those  encounters 
can  be  embarrassing,  for  the  physician  may  either 
not  want  to  employ  such  a person  or  she  does 
not  have  the  experience  or  personality  necessary. 
If  he  were  doing  all  of  the  search  himself  he 
would  feel  obligated  to  interview  the  person  and 
embarrassed  if  he  did  not  select  her  as  the  em- 
ployee. 

Consultants  also  would  have  a better  feel  for 
the  salary  range  for  comparable  positions  in  the 
local  area,  as  well  as  what  fringe  benefits  are 
normally  provided.  And  the  consultant  can  direct 
the  final  interview  with  the  physician  present  by 


asking  questions  to  draw  out  the  applicant.  The 
consultant  can  also  do  the  reference  checking. 

Upon  finding  the  applicant  and  having  her 
ready  to  start  work,  the  new  manager  already 
has  some  rapport  and  understanding  with  the 
consultant.  She  may  feel  comfortable  asking 
questions  of  the  consultant  about  the  practice 
and  personnel.  With  the  relationship  already 
begun,  it  is  easier  for  the  two  of  them  to  work 
closely  as  a “team”  on  behalf  of  the  practice. 

A medical  management  consultant  can  play  a 
great  variety  of  roles  in  medical  practices.  The 
recruiting,  testing  and  interviewing  of  applicants 
for  any  job,  but  particularly  office  manager/ad- 
ministrator positions,  is  only  one  of  them.  If  you 
are  interested  in  exploring  the  possibilities  of 
recruiting  and  hiring  someone  for  your  practice 
and  you  do  not  know  how  to  go  about  it,  (or 
the  position  is  such  that  your  staff  cannot  handle 
it)  check  with  your  medical  management  con- 
sultant. The  hours  spent  by  him  or  her  on  your 
behalf  will  be  very  beneficial  to  you  when  it 
produces  the  right  kind  of  employee  for  your 
office. 
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PETER  V.  MARTIN,  JR.,  M.D. 

Age  57,  Peter  V.  Martin,  Jr.,  died  May  28, 
1980.  With  a practice  limited  to  rectal-colon  sur- 
gery, he  came  to  Wilmington  from  Allentown, 
Pennsylvania,  in  1969. 

Born  in  Philadelphia,  Pennsylvania,  he  re- 
ceived his  pre-medical  A.B.  from  Harvard  (1943) 
and  his  M.D.  from  Hahnemann  Medical  College 
(1947).  He  served  a residency  in  general  sur- 
gery at  Hahnemann  Hospital,  following  his  in- 
ternship at  Mountainside  Hospital,  Montclair, 
New  Jersey. 

Following  his  1962-1964  training  in  rectal- 
colon  surgery  at  Temple  University  Medical 
School,  he  opened  up  an  office  in  Allentown. 

A Fellow  of  the  American  College  of  Surgeons, 
he  was  also  a clinical  instructor  in  proctological 
surgery  at  Temple  University  Medical  School. 
Interested  in  total  patient  care,  his  patients  and 
his  fellow  physicians  knew  him  as  a meticulous 
surgeon  and  a warm,  friendly  individual. 

He  is  survived  by  his  wife,  Jean  Swanson  Mar- 
tin, and  two  daughters,  Joan  E.  and  Eve  A.  Mar- 
tin. 

Charles  M.  Bancroft,  M.D. 
% % % 

EUGENE  JOHN  SZATKOWSKI,  SR.,  M.D. 

Eugene  John  Szatkowski,  Sr.,  M.D.,  died  Sun- 
day, June  15,  1980,  in  El  Cajon,  California. 

Born  in  Wilmington,  Delaware,  June  11,  1910, 
his  pre-medical  education  (AB)  was  at  the  Univer- 
sity of  Delaware  (1931).  His  M.D.  was  given  by 
Georgetown  University  Medical  School  (1935). 
He  served  his  internship  at  the  former  Delaware 
Hospital  (1935-36).  He  was  in  private  practice 
43  years,  living  in  Wilmington  until  his  retirement 
in  1979.  He  also  served  as  a Medical  Supervisor 
36  years  for  the  Du  Pont  Company  in  Newport, 
Delaware. 

During  World  War  II,  he  was  a captain  in  the 
US  Army  Medical  Corps.  Involved  in  seven 
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battle  campaigns,  he  served  overseas  39  months 
in  the  Mediterranean  theatre  of  operations. 

The  first  president  of  AMPOL  (Americans  of 
Polish  Descent  Cultural  Society)  from  1962  to 
1964,  he  was  active  in  community  activities  such 
as  the  Boy  Scouts  of  America,  the  Bishop’s  Coun- 
cil, and  he  was  a 4th  Degree  Knight  of  Columbus. 
A member  of  Omega  Epsilon  Phi  Medical  Fra- 
ternity, he  was  an  active  member  in  national, 
state  and  county  medical  societies.  A charter 
Fellow  of  The  American  Academy  of  Family 
Physicians,  he  was  President  of  the  Delaware 
Chapter  in  1956.  He  was  a recipient  of  the 
Medal  of  St.  George. 

The  Delaware  State  Senate  (Resolution  No. 
91),  June  18,  1980,  expressed  sorrow  for  his 
death  and  offered  condolences  to  the  members 
of  his  family. 

He  married  Anna  T.  Salamon  in  1936.  She 
died  in  1979. 

Surviving  are  a brother,  Henry,  and  two  sisters, 
Alice  Tomczk  and  Virginia  Kwiatkowski,  all  of 
Wilmington.  He  is  also  survived  by  a son,  Eu- 
gene J.  Jr.,  of  Burlington,  Vermont;  and  a daugh- 
ter, Sandra  Ann  Guay,  of  San  Diego,  California. 
There  are  also  five  grandchildren. 

Contributions  are  being  accepted  in  his  memory 
by  St.  Hedwig’s  R.  C.  Church  and  St.  Elizabeth’s 
R.  C.  Church,  both  in  Wilmington,  and  by  The 
American  Heart  Association  of  Delaware,  4C 
Trolley  Square,  Wilmington,  Delaware  19806. 

His  patients,  his  friends  and  his  peers  remem- 
ber him  as  a competent  physician.  More  than 
that,  he  is  remembered  as  a gentleman,  dignified, 
compassionate  and  with  radiant  cheerfulness. 

Charles  M.  Bancroft,  M.D. 
£ % 

EUGENE  HAROLD  MERCER,  SR.,  M.D. 

Eugene  Harold  Mercer,  Sr.,  M.D.,  died  August 
17,  1980.  A family  practitioner,  he  retired  in 
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1975.  He  had  been  serving  the  Dover  area  40 
years.  His  sub-specialty  was  obstetrics. 

He  graduated  from  Hahnemann  Medical  Col- 
lege (1933)  with  honors.  During  World  War  II, 
he  served  as  a major  in  the  U.S.  Army  Medical 
Corps.  Not  only  was  he  honored  by  his  own 
country,  receiving  the  Bronze  Star  with  two  oak 
leaf  clusters,  but  he  was  awarded  the  Croix  de 
Guerre  by  France.  He  was  a member  of  the 
Walter  L.  Fox  II  Post  (AL). 

Gifted  in  diagnosis,  easily  approachable  and 
readily  available,  he  was  meticulous  in  patient 
care  and  expected  full  patient  cooperation.  Re- 
assuring and  confident  in  manner,  he  helped  the 
patient  understand  the  basis  of  the  symptoms  and 
the  steps  suggested  for  therapy.  Conservative  by 
temperament,  he  believed  that  if  he  could  not  help, 
at  least  he  would  not  hurt. 

Chief  of  Obstetrics  when  he  retired,  he  also 


was  a member  of  the  medical  staff  at  the  Kent 
General  Hospital  in  Dover.  A past  president  of 
the  Kent  County  Medical  Society,  he  maintained 
membership  in  and  was  a Fellow  of  the  American 
Academy  of  Family  Practitioners. 

He  is  survived  by  his  wife,  Louise  E.;  four  sons, 
Eugene  H.  Jr.;  Frederick  T.;  Dr.  Thomas  W.;  and 
Michael  P.;  the  sons  Thomas  and  Michael  both 
live  in  Dover.  A daughter,  Mary  Louise  Fillin- 
game,  lives  in  Orlando,  Florida. 

Contributions  for  the  memory  of  Harold  are 
being  accepted  by  the  American  Cancer  Society, 
P.O.  Box  551,  5 East  Reed  Street,  Dover  Dela- 
ware 19901;  Kent  General  Hospital,  640  South 
State  Street,  Dover,  Delaware  19901;  and,  Holy 
Cross  Catholic  Church,  728  South  State  Street, 
Dover,  Delaware  19901. 

Charles  M.  Bancroft.  M.D. 
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Continued  from  page  554 

gators  on  this  subject.  The  list  of  contributors 
includes  eminent  workers  in  the  field. 

The  topics  are  covered  under  six  major  head- 
ings: (1)  Basic  Physiology  in  Venous  Circula- 
tion, which  discusses  the  structure  and  function  of 
both  systemic  veins  and  the  pulmonary  vascula- 
ture; (2)  Chronic  Venous  Insufficiency,  which  dis- 
cusses surgical  and  sclerotherapy  of  varicose  veins; 
(3)  Diagnosis  of  Venous  Thrombosis,  including 
phlebography,  impedence  plethysmography,  and 
isotope  venography;  (4)  Venous  Thromboem- 
bolic Disease,  which  discusses  pathology  and 
pathogenesis,  the  status  of  thrombolytic  therapy 
and  the  use  of  heparin,  methods  of  diagnosis  of 
pulmonary  embolization,  and  techniques  of  in- 
terruption of  the  vena  cava;  (5)  The  Postphlebitic 
Syndrome,  including  treatment  and  methods  of 


dealing  with  this  troublesome  complication;  and 
finally,  (6)  Prevention  of  Venous  Thromboem- 
bolism. 

This  book  represents  the  latest  information  on 
a disease  which  affects  millions  of  people  and 
which  has  complications  which  are  disabling  and 
at  times  lead  to  fatal  events.  This  is  an  important 
book  but  one  which  will  only  appeal  to  those 
individuals  engaged  in  this  field. 

Leonard  P.  Lang,  M.D. 
% & 

LAW  FOR  THE  MEDICAL  PRACTITIONER  by  Charles 

W.  Quimby,  Jr.,  M.D.,  LL.B.,  UPHA  Press,  Arm 
Arbor,  Michigan,  1979.  187  pp.  Price  $15.00. 

As  the  title  accurately  suggests,  this  is  a book 
about  law  written  for  the  physician.  Judged  as 
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UNDERSEA  MEDICINE — 

It’s  Not  Your  Everyday  Practice 

Undersea  Medicine  is  one  of  the  unique 
medical  specialties  the  Navy  offers.  With  its 
increased  emphasis  on  underwater  explora- 
tion and  a growing  nuclear  submarine  fleet, 
the  Navy  needs  physicians  to  deal  with  phy- 
siological and  psychological  problems  Navy 
men  face  in  an  underwater  environment. 
CONSIDER  THE  POSSIBILITIES 

Your  experience  and  special  Navy  training 
could  qualify  you  for  Undersea  Medicine  or 
other  rewarding  specialties.  Medical  officers 
and  fllight  surgeons  are  needed. 

CONSIDER  THE  BENEFITS 

The  starting  salary  is  at  least  $34,000  per 
year.  You’ll  also  receive  30  days'  paid  vaca- 
tion, total  medical  care,  malpractice  cover- 
age, great  retirement  benefits  and  family 
privileges  attendant  upon  being  a commis- 
sioned officer. 

CONSIDER  THE  OPPORTUNITY 

The  Navy’s  a great  place  to  specialize. 
You'll  work  with  the  best  equipment,  associ- 
ate with  other  highly  motivated  Navy  doctors, 
and  have  the  help  of  a highly  trained  staff 
to  handle  most  of  your  paperwork. 

You  owe  it  to  yourself  to  get  all  the  facts. 
If  you’re  a graduate  of  an  American  medical 
school,  send  a resume  to  Robert  S.  Peiser,  Jr., 
Lt.,  Medical  Service  Corps,  U.S.  Navy,  Navy 
Recruiting  District,  Washington,  Presidential 
Bldg.,  Suite  301,  6525  Belcrest  Rd.,  Hyatts- 
ville,  Maryland  20782. 


such,  it  qualifies  as  a useful  tool  for  the  indoctri- 
nation of  the  medical  practitioner  with  legal  con- 
cepts and  the  legal  point  of  view — something  more 
necessary  than  ever  in  our  increasingly  compli- 
cated professional  milieu. 

A generation  ago  the  half-dozen  or  so  individ- 
uals who  held  both  a medical  and  legal  degree 
were  regarded  as  professional  freaks.  All  but 
one  or  two  of  them  were  engaged  in  forensic 
pathology  or  medical  examiner  work.  Today 
there  are  two  or  three  hundred  dual  degrees  ex- 
tant and  the  majority  of  their  holders  are  prac- 
ticing or  teaching  law — many  prosecuting  or 
defending  medical  malpractice  actions. 

This  reviewer  is  not  acquainted  with  Dr.  Quim- 
by  or  with  his  background;  the  book  itself  sug- 
gests that  he  has  not  practiced  law  to  any  great 
extent.  One  specific  legal  error  (he  says  that 
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a negligent  driver  who  injures  a child  would  be 
liable  to  the  child’s  parents,  rather  than  to  the 
child  himself)  is  possibly  not  enough  to  confirm 
this,  but  bis  general  treatment  of  some  of  the 
subjects  suggests  to  the  practicing  lawyer  that 
the  author  at  the  very  least  is  not  experienced 
in  litigation.  For  example  while  he  deals  with 
the  concept  of  “informed  consent”  correctly 
enough,  he  does  not  mention  that  cases  premised 
on  that  doctrine  alone  usually  fail  to  engender 
jury  sympathy  except  when  the  surgery  is  com- 
pletely elective,  as  opposed  to  merely  technically 
elective.  One  exception  to  this  is  breast  surgery, 
where  nowadays  it  greatly  behooves  the  surgeon 
to  discuss  various  alternatives  with  the  patient; 
however,  the  author  does  not  mention  this  situa- 
tion. 

In  spite  of  its  shortcomings,  the  book,  consist- 
ing of  187  pages,  is  useful  and  readable,  and  will 
not  encroach  greatly  on  the  busy  practitioner’s 
time. 

John  M.  Bader,  Esquire 

Mr.  Bader  is  an  attorney  in  Wilmington,  Delaware. 

^ 

THE  THYROID  Physiology  and  Treatment  of  Disease 
edited  by  Jerome  M.  Hershman  and  George  A. 
Bray,  Section  101  of  the  International  Encyclo- 
pedia of  Pharmacology  and  Therapeutics,  Perga- 
mon  Press,  New  York,  1980.  634  pp.  Price  $100.00. 

There  are  several  large  textbooks  devoted  to 
the  thyroid  already  available  on  the  market,  and 
they  have  a heritage  going  back  several  editions. 
Most  thyroidologists  and  librarians  were  there- 
fore probably  caught  by  surprise  when  the  pub- 
lication of  a new  major  textbook  on  the  thyroid 
was  announced,  and  perhaps  dismayed  by  its 
rather  exorbitant  price.  This  new  text  has  a dis- 
tinguished list  of  contributors,  many  of  whom 
also  contributed  to  the  other  major  thyroidology 
texts. 

The  content  is  broad,  although  occasionally 
somewhat  thin  in  areas.  The  emphasis  is  on 
thyroid  physiology  and  pathophysiology  as  much 
as  or  more  than  clinical  thyroid  disease.  It 
appears  that  much  of  this  book  was  written  in 
the  middle  1970s,  as  the  most  recent  references 

Del  Med  Jrl,  Oct  1980 — Vol  52,  No  10 


Book  Reviews 


are  from  1976.  As  in  all  of  medicine,  there  have 
been  dramatic  advances  in  thyroidology  since 
the  middle  1970s,  and  it  certainly  must  be  frus- 
trating for  the  authors  and  editors  to  have  such 
a prolonged  lag  time  between  the  conceptualiza- 
tion of  this  book  and  its  publication. 

Although  most  medical  school  libraries  will 
find  the  in-depth  coverage  a useful  addition  to 
their  existing  books  on  the  thyroid,  I suspect  very 
few  clinicians  would  select  this  book  in  prefer- 
ence to  some  of  the  much  less  expensive  existing 
thyroid  texts. 

William  L.  Jaffee,  M.D. 
% % % 

MEDICAL  IMAGING  TECHNIQUES  A Comparison 
edited  by  Kendall  Preston,  Jr.,  Kenneth  J.  W. 
Taylor,  Steven  A.  Johnson,  et  al,  Plenum  Publishing 
Corporation,  New  York,  1979.  372  pp.  Ulus.  Price 
$37.50. 

As  the  title  suggests,  this  book  compares  the 


various  medical  imaging  techniques  in  use  today: 
computed  tomography,  ultrasonography,  and  nu- 
clear imaging.  What  is  not  obvious  from  the 
title  is  the  enormous  breadth  of  the  contents, 
which  include  useful  sections  for  just  about 
everyone  concerned  with  requesting,  performing, 
or  paying  for  medical  imaging. 

Health  economists  will  appreciate  the  first  sec- 
tion, entitled  “Systems  Considerations.”  Who 
is  entitled  to  a CT  scanner?  Any  area  with 
300,000  population  that  has  a neurologist/neuro- 
surgery inpatient  census  of  more  than  40  patients, 
suggest  the  authors. 

Clinicians  can  glean  much  from  the  Clinical 
Results  section.  There,  side-by-side  illustrations 
speak  for  themselves.  For  example,  CT  scans, 
ultrasonograms,  and  technetium  scans  in  a patient 
with  dilatation  of  the  biliary  tract  are  shown  for 
comparison.  Another  series  compares  angio- 
grams with  CT  scans  in  a patient  with  hepatoma. 

For  the  technically  inquisitive,  the  Tutorials 
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section  provides  a step-by-step  explanation  of 
the  scientific  theories  which  are  incorporated 
into  the  imaging  devices.  The  CT  scan  chapter 
speaks  of  such  things  as  “reconstruction  para- 
digms and  algorithms.”  The  formulae  are  meant 
for  sophisticated  mathematicians  although  many 
of  the  schematic  illustrations  are  much  simpler. 

Even  if  NMR  zeugmatograph  imaging  of  the 
heart  and  lungs  doesn’t  appeal  to  you,  most  of 
the  material  deals  with  techniques  that  are  already 
in  routine  clinical  use.  The  authors  originally 
presented  their  chapters  at  an  Engineering  Foun- 
dation Conference  on  Non -Invasive  Medical  Diag- 
nosis; the  book  has  the  appearance  of  having  been 
photocopied  from  their  typed  scripts. 

Nevertheless,  this  book  deserves  attention  be- 
cause of  its  success  in  combining  the  diverse  as- 
pects of  medical  imaging  under  one  cover.  Un- 
fortunately, the  table  of  contents  consists  of  a 
ten-page,  excessively  detailed  outline,  and  is  thus 
a bit  unwieldy. 

Craig  L.  Paulshock,  B.S. 

Mr.  Paulshock  is  a medical  student  at  the  University  of  Roches- 
ter, Rochester,  New  York. 


% % 

THE  SPIKE  by  Arnaud  de  Borchgrave  and  Robert 

Moss,  Crown  Publishers,  Inc.,  New  York,  1980. 
374  pp. 

If  the  accounts  portrayed  in  this  novel  bear 
any  semblance  of  the  truth,  then  Soviet  influence 
on  the  western  media  may  have  a more  lasting 
impact  than  Watergate.  The  protagonist,  Robert 
Hockney,  a liberal  anti-establishment  child  of  the 
sixties,  is  a reporter  whose  biggest  scoops  have 
unknowingly  been  provided  by  Soviet  agents. 
The  editors  of  the  New  York  World  are  more 
than  eager  to  expose  any  CIA-related  activity 
while  spiking  articles  which  concern  Russian 
aggrandizement.  To  spike  is  to  kill  a story  be- 
cause an  editor  does  not  like  its  politics,  thereby 
slanting  the  news  by  omission. 

Mr.  de  Borchgrave,  Newsweek’s  chief  foreign 
correspondent  for  16  years,  and  Mr.  Moss,  editor 
of  London’s  Foreign  Report,  have  personally 
witnessed  the  intrusion  of  Soviet  influence  into 
the  editor  boards  of  many  great  periodicals  and 
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papers  throughout  the  free  world.  De  Borch- 
grave  has  stated  that  40%  of  KGB  agents  are  em- 
ployed in  such  activities  outside  the  Soviet  Union. 
The  role  of  Soviet  disinformation  is  to  discredit 
American  (western)  policies  while  anesthetizing 
western  opinion  into  accepting  their  own  policies. 
This  can  be  accomplished  because  freedom  of 
speech  in  the  United  States  allows  the  media 
to  affect  American  foreign  policy,  journalists 
often  care  more  about  the  quick  headline,  and 
influential  people  can  be  politically  blackmailed 
by  their  previous  activities  and  associations. 

Three  types  of  “controls”  are  portrayed  in 
The  Spike.  A principal  agent  is  one  who  has 
an  intimate  relationship  with  the  KGB,  provid- 
ing national  secrets  and  possibly  constructing  a 
network  of  lesser  agents.  The  second  is  a politi- 
cally reliable  individual  who  is  not  formally 
recruited  but  will  knowingly  carry  out  Soviet 
directives.  The  third  is  the  individual  who  un- 
knowingly serves  Russian  interests.  The  KGB 
goal  is  the  disintegration  of  western  political  sys- 
tems through  the  use  of  the  Vietnam  War,  Water- 
gate, CIA  involvement  in  Chili,  Angola,  the  Shah 
of  Iran,  etc.,  thereby  besmirching  the  images  of 
our  intelligence  community  and  Americans 
abroad.  Through  concentrated  efforts,  disin- 
formation can  be  channeled  to  government  opin- 
ion-formers and  media  operations.  Today  an 


FBI  wire  tapping  story  is  featured  on  the  front 
page  while  events  in  Cambodia  or  Afghanistan 
are  no  longer  considered  newsworthy. 

How  can  the  free  world  preserve  liberty  when 
its  surveillance  system  is  constantly  exposed, 
monitored  and  curtailed?  Can  the  CIA  and  FBI 
be  restricted  to  25,000  employees  while  the  KGB 
has  a reported  1,000,000?  Espionage  is  an  every- 
day phenomenon  and  only  a strong  America  can 
survive.  As  Admiral  Hockney  says  to  his  Jour- 
nalist son,  “We  are  all  entitled  to  disagree  over 
American  policy.  The  point  is  whether  we  want 
to  defend  our  right  to  disagree  against  outside 
forces  that  tolerate  no  internal  dissent  and  wish 
to  impose  their  system  on  others.”  If  we  are  to 
continue  to  be  the  “home  of  the  free  and  the 
brave”  and  to  allow  people  to  be  free  to  choose 
and  speak,  we  must  avoid  spiking  the  truth  and 
reaffirm  our  democratic  principles. 

In  The  Spike,  the  American  government  apa- 
thetically witnessed  a pro-Soviet  coup  in  Saudi 
Arabia.  The  challenge  of  our  society  is  to  not 
allow  fiction  to  become  fact. 

I strongly  encourage  literate  societies  to  read 
this  profound  work  by  our  newest  Woodward 
and  Bernstein.  Rarely  is  history  envisioned  be- 
fore it  unfolds. 

Robert  Abel,  Jr.,  M.D. 


% % ws 


Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPJOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES sM 

2319  Pennsylvania  1 enue 
Wilmington,  DE  19806 
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Speakers  on  Speakers  for  November  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 

“Ask  the  produced  by  the  Medical  Society  of  Delaware  are:  November  4,  James  R.  Bowen, 

Doctor”  M.D.,  Leg  Length  Discrepancy;  November  11,  Michael  E.  Stillabower,  M.D., 
Evaluation  of  Coronary  Artery  Disease;  November  18,  Joseph  J.  D’Amico,  M.D., 
Problems  of  the  Colon  and  Rectum;  November  25,  Robert  Waterhouse,  M.D., 
Estrogens  and  the  Menopause. 


Impaired  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
Physicians  OF  DELAWARE  CAS  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Program  Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


Pediatric  “PEDIATRIC  CARDIOLOGY  FOR  THE  PRACTITIONER”  will  be  co-sponsored  by 
Cardiology  the  Department  of  Pediatric  Cardiology  of  Children’s  Hospital  National  Medical  Cen- 
ter and  the  George  Washington  University  Medical  Center  November  4-6.  For  further 
information,  contact  Kathleen  O’Brien,  Depatrmenit  of  Pediatric  Cardiology,  Children’s 
Hospital  National  Medical  Center,  111  Michigan  Avenue,  N.W.,  Washington,  D.C. 
20010.  Telephone:  (202)  745-5000. 


Gastrointestinal  “GASTROINTESTINAL  CANCER”  will  be  the  topic  of  the  25th  Annual  Clinical 
Cancer  Conference  of  the  M.  D.  Anderson  Hospital  and  Tumor  Institute  November  5-7  at  the 
Shamrock  Hilton  Hotel  in  Houston,  Texas.  The  conference  will  focus  on  current  treat- 
ment approaches  for  gastrointestinal  cancers,  including  recent  diagnostic  advances  and 
directions  for  further  research  and  control.  For  further  information,  contact:  Steve 
Stuyck  or  Lisa  Johnston  at  the  Department  of  Public  Information  and  Education, 
M.  D.  Anderson  Hospital  and  Tumor  Institute,  Texas  Medical  Center,  6723  Bertner 
Avenue,  Houston,  Texas  77030.  Telephone:  (713)  792-3030. 


Pediatric  “RECENT  ADVANCES  IN  PEDIATRIC  RESPIRATORY  INFECTIONS”  will  be 
Respiratory  discussed  at  a November  7 meeting  sponsored  by  the  Department  of  Infectious  Diseases 
Infections  of  Children’s  Hospital  National  Medical  Center,  Washington,  D.C.  For  further  in- 
formation, contact:  Mary  Keegan,  Department  of  Infectious  Diseases,  Children’s  Hos- 
pital National  Medical  Center,  111  Michigan  Avenue,  N.W.,  Washington,  D.C.  20010. 
Telephone:  (202)  745-3140. 


Reconstructive  The  Department  of  Orthopaedic  Surgery  of  the  Johns  Hopkins  Medical  Institutions  is 
Hip  Surgery  sponsoring  a continuing  education  course,  RECONSTRUCTIVE  SURGERY  OF  THE 
HIP,  November  10-11.  Discussions  and  lectures  will  focus  on  the  role  of  osteotomies 
and  total  hip  replacements  in  reconstructive  hip  surgery.  A hands-on  laboratory  will 
enable  each  participant  to  carry  out  total  hip  replacements  and  various  osteotomies  on 
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plastic  bones  under  the  supervision  of  the  course  faculty.  Sixteen  AMA  Category  I 
credits  have  been  approved.  For  further  information,  contact:  Continuing  Education, 
The  Johns  Hopkins  University,  720  Rutland  Avenue,  Room  22,  Baltimore,  Maryland 
21205.  Telephone:  (301)  955-5880. 


American  Academy  The  DR.  ROBERT  O.  Y.  WARREN  MEMORIAL  SEMINAR  will  be  held  November 
of  Pediatrics  14  at  the  Delaware  Division  of  the  Wilmington  Medical  Center.  The  seminar  is  being 
sponsored  by  the  Delaware  Chapter  of  the  American  Academy  of  Pediatrics.  It  has 
been  approved  for  six  credits  in  Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Society.  For  further  information,  contact:  Dr.  R.  O.  Y.  Warren 
Memorial  Seminar,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 


Sports  Medicine  The  First  Annual  Combined  Physician-Therapist  Conference  on  “THE  EVALUATION 
AND  CURRENT  TREATMENT  OF  ATHLETIC  INJURIES— THE  TEAM  AP- 
PROACH” will  be  held  December  4-6  at  the  Hyatt  Regency,  Houston,  Texas.  It  has 
been  approved  for  16  AMA  Category  I credits.  It  is  being  co-sponsored  by  the  Sports 
Medicine  Section  of  the  American  Physical  Therapy  Association  and  the  Sports  Medi- 
cine Institute  of  the  University  of  Cincinnati.  For  further  information,  contact:  Robert 
Mangine,  R.P.T.,  A.T.C.,  Department  of  Physical  Therapy,  Medical  College  of  Virginia, 
Box  224,  Richmond,  Virginia  23298. 


A MATTER  OF  LIFE 


by  Frank  M.  Levy 


No  pressure.  No  hard  sell.  No  obligation.  Really.  All  I want  is 
an  opportunity  to  show  you  how  we  can  “tax  qualify”  an  insurance 
program  for  you.  That’s  right  — “tax  qualify.”  It’s  a money-saving 
idea  — a way  of  financing  a life  insurance  program.  A program  that 
will  provide  an  instant  estate.  A program  that  will,  in  fact,  protect 
you,  your  spouse,  your  children  — your  way  of  life. 

It  also  has  far-reaching  implications  for  you  as  a self-employed 
professional  or  if  you  are  part  of  a professional  corporation. 

As  a professional,  you  can  understand  the  need  for  a professional 
approach  to  such  a complex  subject.  You  owe  it  to  yourself  to  investigate  what  life  insurance  can  mean 
to  you.  No  pressure.  No  hard  sell.  No  obligation.  From  one  professional  to  another. 

You  can  contact  me  at  203  Bellevue  Building,  100  Chapman  Road,  Newark,  DE  19702.  Or  call  (302) 
731-7350. 
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Cardiology  Review  The  Georgia  Academy  of  Family  Physicians  Educational  Foundation  will  offer  a home- 
study  course  entitled  “CARDIOLOGY  UPDATE  AND  REVIEW”  beginning  January 
19,  1981.  It  has  been  approved  for  40  credit  hours  by  the  AAFP  and  is  acceptable  for 
AM  A Category  I.  The  course  reviews  coronary  artery  disease,  cardiac  failure,  aortic 
valvular  disease,  hypertrophic  cardiomyopathy,  hypertension,  pericardial  disease,  infec- 
tive endocarditis,  and  cardiac  arrhythmias.  For  further  information,  contact:  Georgia 
Academy  of  Family  Physicians  Educational  Foundation,  11  Corporate  Square,  Suite 
235,  Atlanta,  Georgia  30329.  Telephone:  (404)  321-7445. 


Hospital 
Information 
Systems  Sharing 
Group 


“COST  CONTAINMENT— THE  LEGISLATIVE  AND  VOLUNTARY  ASPECTS 
AND  THEIR  EFFECT  ON  HOSPITAL  INFORMATION  SYSTEMS”  will  be  the 
subject  of  a seminar  to  be  held  at  the  Vacation  Village  Hotel  in  Long  Beach,  California, 
January  20-23.  It  is  being  sponsored  by  the  Hospital  Information  Systems  Sharing 
Group.  For  further  information,  contact:  W.  V.  Rosqvist,  Hospital  Information  Systems 
Sharing  Group,  2415  South  2300  West,  Salt  Lake  City,  Utah  84119.  Telephone:  (801) 
972-6099. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


UROLOGIST:  Seeking  a position  in  Delaware. 
Available:  July,  1981.  For  further  informaion,  con- 
tact: Medical  Society  of  Delaware.  Telephone: 
(302)  658-7596. 
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Valium 

diazepam/Rocha 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety;  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 
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FROM  THE  WILMINGTON  MEDICAL  CENTER  CANCER  PROGRAM* 

TERMINAL  CARE  SEMINAR  REPORT 


The  Third  International  Seminar  on  Terminal 
Care  was  held  October  6-8,  1980  in  Montreal, 
Canada.  A number  of  interesting  concepts  were 
reported  and  reviewed. 

1.  In  dealing  with  dying  patients,  the  whole 
family  must  be  treated.  Professionals  with 
experience  and  sensitivity  in  dealing  with 
death  and  dying  should  be  available  for  con- 
sultation and  direct  services.  These  are  not 
always  the  people  whom  the  parent  or  family 
would  choose  to  help  them  cope  with  this 
emotional  experience.  This  person  may  be 
a volunteer  or  para-professional.  Parents, 
and  particularly  adolescents,  often  experi- 
ence and  express  tremendous  anger.  Staff 
members  should  be  aware  of  this  and  not 
personalize  if  the  anger  is  directed  toward 
them.  The  optimum  environment  in  which 
to  provide  care  to  children  is  the  home,  al- 
though this  is  not  always  possible.  The 
parents  at  home,  who  are  in  an  anxious 
setting,  should  be  allowed  and  encouraged 
to  provide  most  of  the  care  with  adequate 
support  services. 

2.  In  years  past,  life  and  death  decision-mak- 
ing has  been  the  responsibility  of  the  phy- 
sician. A research  study  was  presented 
which  suggested  that,  in  terminal  care  situ- 
ations, decision-making  should  be  a joint 
effort,  with  the  patient  and  family  carrying 
ultimate  responsibility. 

3.  A team  approach  to  symptom  control  was 
presented  in  a general  hospital.  This  team 
was  a multidisciplinary  group  of  qualified 
health  care  professionals  whose  focus  was 
on  pain  control  from  the  psychological, 

Mr.  Marvil  is  Director  of  Social  Services  at  the  General  Divi- 
sion of  the  Wilmington  Medical  Center. 

'An  NCI-supported  agency  located  at  1200  Jefferson 
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emotional,  and  spiritual  perspective.  The 
team’s  primary  responsibility  was  to  provide 
consultation,  evaluation  and  staff  education. 
The  team  recognized  that  the  pain  experi- 
ence is  subjective  and  affected  by  one’s  value 
system.  It  was  felt  that  it  was  important  for 
the  team  to  interpret  this  information  to  the 
rest  of  the  health  care  staff  in  the  hospital. 

4.  Day-care  centers  for  terminally  ill  patients 
have  been  established.  This  is  an  interest- 
ing interpretation  of  the  day-care  concept, 
designed  to  help  patients  remain  alert,  in- 
volved and  productive.  It  also  gives  family 
members  providing  care  an  opportunity  to 
perform  other  duties  or  to  rest.  Day-care 
was  demonstrated  to  be  a cost-effective 
method  of  providing  excellent  service,  if 
properly  staffed  and  programmed. 

5.  Bereavement  group  therapy  may  assist  griev- 
ing persons,  to  avoid  serious  life  threatening 
illness,  since  these  people  are  known  to  be 
at  very  high  risk.  Group  therapists  should 
be  professionally  educated.  Grieving  is  a 
process  without  time  limits  so  the  group 
member  criteria  should  be  flexible.  Those 
patients  still  presenting  acute  symptoms  of 
grief  after  one  year  should  generally  be 
referred  for  individual  psycho-therapy. 

6.  With  regard  to  a better  understanding  of 
pain,  although  there  are  numerous  identified 
pathways  for  pain  conduction,  no  single 
identifiable  pain  center  within  the  brain  has 
been  established.  The  number  of  nerve  im- 
pulses per  unit  which  arrive  in  the  brain 
determine  pain,  but  pain  is  a highly  subjec- 
tive experience  heavily  influenced  by  one’s 
cultural  life  experience. 

Street,  Wilmington.  Delaware  19801.  Tel.  (302)  428-2113. 
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Cancer  Communique 


Pain  therapy  should  treat  the  whole  indi- 
vidual and  include  appropriate  use  of  all 
the  traditional  modalities.  These  include 
radiation  therapy,  chemotherapy  and  sur- 
gery, along  with  non-traditional  methods 
such  as  acupuncture,  trigger-point  therapy, 
hypnotic  techniques,  transneural  stimula- 
tion, bio-feedback  and  any  other  approach 
which  the  patient  believes  might  work.  Pain 
relief  is  achieved  in  the  following  ways:  (a) 
by  modifying  the  pathology,  (b)  by  elevat- 
ing the  pain  threshold,  (c)  by  interrupting 
pain  pathways  or  by  (d)  modifying  life 
style. 

7.  A powerful  presentation  was  given  by  Viktor 
Franko,  M.D.,  a famous  psychoanalyst,  and 
survivor  of  Auschwitz,  who  developed  a 
concept  known  as  Logotherapy.  His  major 
point  was  that  suffering  without  meaning 
equals  despair.  Consequently,  we  should 
make  every  effort  to  help  dying  people  to 
find  and  maintain  the  meaning  in  their  life 
until  the  end. 


UNIFORMS,  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan,  Tiffiny,  Whittenton,  Barco,  etc. 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 


1140  BALTIMORE  PIKE 
Springfield,  Pa.  19064 
(215)  Kl  3-4002 


TRI-STATE  MALL  (Lower  Level 
Claymont,  Delaware  19703 
(302)  798-5387 
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Blue  Chip 

Investment  Opportunity. 
Build  your  own  office. 


A properly  designed,  built  and  managed 
Medical/Dental  Office  Building  is  a Blue 
Chip  Investment  which  rivals  gold. 

Regardless  of  the  organization  of  your  prac- 
tice— private  or  group,  partnership  or  cor- 
poration— the  benefits  of  building  your  own 
office  are  many-fold.  Economic  and 
working-condition  advantages  can  be  max- 
imized when  the  total  Medical/Dental  Office 
Building  package  is  put  together  properly. 
And,  because  of  your  income  and  tax  situa- 
tion, you  can  benefit  particularly  in  relation 
to  equity  and  depreciation  allowances 
available  to  you.  Danladi  Development 
Corporation’s  unique  Design/Build  Concept 
cashes  in  on  the  golden  opportunity  of  in- 
vesting in  your  own  Medical/Dental  Office 
Building. 

Money  is  tight,  interest  rates  are  high;  but  if 
you  know  the  proper  channels  most  projects 
can  be  financed  at  well  below  normal  in- 
terest rates.  You  might  be  surprised  how 
little  it  costs. 

Traditional  building  methods  take  too  much 
of  the  medical  practice's  time  and  money. 
Zoning;  site  surveys;  hire  architects;  site 
studies;  space  planning;  preliminary  plans; 
leasing  and  management;  financing;  final 
plans;  and  then  you  are  only  ready  to  begin 
the  bidding  and  eventual  construction  pro- 
cess. It  takes  too  long.  Every  day  lost  in 
today's  changing  economy  costs  you  money 
in  interest  and  escalating  costs. 


DANLADI 

DEVELOPMENT 

CORPORATION 

A Subsidiary  of  Fletcher  Si  Sons  Inc. 

SUITE  1015 
3701  N.  BROAD  ST. 
PHILADELPHIA  PA.  19140 
215  • 223  ■ 1400 


The  Design/Build  Concept  used  by  the 
Danladi  Development  Corporation 
minimizes  the  time  doctors  must  lose  from 
their  practice  and  maximizes  time-saving 
construction  techniques.  This  is  only  pos- 
sible when  architectural,  engineering,  and 
building  responsibilities  are  combined. 

Historically  no  investment  is  as  stable  as 
real  estate.  Real  Estate  provides  utility,  tax 
benefits,  and  long  term  growth  potential.  Let 
us  show  you  how  we  can  use  our  expertise 
and  experience  to  make  the  Danladi 
Design/Build  Concept  work  for  you. 


Call  us  or  mail  this  coupon  today. 


To:  Danladi  Development  Corporation 
Suite  1015,  3701  N.  Broad  Street 
Philadelphia,  PA  19140 

EH  Please  contact  me  with  more 
information  on  building  my  own 
office  now. 

NAME 


ADDRESS 
CITY 


STATE 


PHONE. 


ZIP. 


ROBERT  W.  FRELICK,  M.D. 

President,  Medical  Society  of  Delaware,  1980-1981 
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PANDORA’S  BOX 


As  the  newly  inducted  president  of  the  Medical 
Society  of  Delaware,  I find  one  of  my  first  duties 
is  to  write  something  “useful,”  “inspiring,”  and 
“thoughtful”  for  the  President’s  Page.  This  op- 
portunity for  presidential  exposure  was  started 
21  years  ago  by  A.  R.  Shands,  Jr.,  M.D.  The 
editorials  written  since  then  have  emphasized  the 
breadth  and  scope  of  the  interests  of  organized 
medicine.  An  attempt  to  clarify  them  leads  to 
the  conclusion  that  these  concerns  get  to  be  like 
Pandora’s  Box  and  cannot  be  easily  contained  or 
limited  to  defined  areas. 

In  spite  of  Delaware’s  small  size,  the  Board  of 
Trustees,  its  supporting  staff,  and  our  committees 
must  deal  with  as  many  problems  as  the  larger 
states.  And  we  must  do  it  with  fewer  people. 
While  smallness  should  help  us  to  communicate 
better  with  each  other,  it  often  strains  the  capaci- 
ties of  those  involved.  When  necessary,  however, 
we  do  review  legislation  and  work  with  govern- 
mental agencies  and  organized  medicine’s  own 
hierarchy.  In  addition,  we  are  working  with  the 
Du  Pont  Company  in  an  effort  to  contain  costs. 

Other  questions  which  we  must  answer  are: 

• Do  we  know  how  to  use  the  news  media  for 
the  advantage  of  good  medical  care? 

• Can  we  properly  assess  our  patients’  needs 
for  immediate  care? 

• How  much  primary  care  is  needed? 

• How  should  we  relate  to  other  health  pro- 
fessionals who  participate  in  providing  care? 

• Have  physicians  had  adequate  input  into  the 
Health  Plan  for  Delaware? 

• Can  the  Board  of  Medical  Practice  monitor, 
through  its  control  over  licensure  (as  out- 
lined by  the  Legislature),  the  quality  of  prac- 
tice in  the  state? 

• How  can  DELRO  be  used  to  define  the  edu- 
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cational  needs  of  health  care  providers  and 
set  goals  for  the  Continuing  Medical  Educa- 
tion now  required  to  be  a member  of  the 
Medical  Society  of  Delaware? 

• Can  we  work  legally  with  the  “Blues,”  con- 
sidering the  Federal  Trade  Commission’s 
restraints? 

• What  is  the  best  way  to  change  the  Work- 
man’s Compensation  laws  in  the  state? 

• Should  the  Veteran’s  Hospital  be  audited 
as  the  general  hospitals  are? 

• Are  those  involved  in  occupational  medicine 
able  to  define  the  environmental  hazards  at 
the  workplace? 

• Are  the  Trustees  of  the  Alfred  I.  du  Pont  In- 
stitute responding  adequately  to  the  court 
order  to  spend  some  of  their  money  for  the 
elderly  in  Delaware  by  merely  providing 
eyeglasses  and  foot  care? 

• Are  patients  being  exposed  to  x-ray  equip- 
ment getting  any  unsafe  exposure? 

• What  is  being  done  for  the  pregnant  teen- 
ager? 

• Is  there  an  adequate  transportation  system 
for  patients  needing  ambulatory  as  well  as 
hospital  care? 

These  are  just  some  of  the  questions  being 
faced  by  Delaware  physicians  in  1980.  We  need 
to  be  aware  of  the  problems,  to  participate  with 
other  concerned  citizens  to  understand  what  can 
be  done,  and  then  jointly  to  stimulate  answers — 
or  at  least  approaches — to  these  problems  that  we 
all  face. 

579 


Just  a Reminder... 

What  Blue  Cross  and  Blue  Shield  of  Delaware  does  not  cover. 

Blue  Cross  and  Blue  Shield  benefits  are  comprehensive  — 
but  there  are  limits.  Why?  With  restrictions,  health  benefits  are 
eApensive.  Without  limits,  they'd  be  unaffordable. 

And,  all  of  us  have  an  interest  in  keeping  health  benefits 
affordable. 

What  is  not  covered?  Limits  are  spelled  out  in  virtually  all 
Blue  Cross  and  Blue  Shield  benefits  books  and  contracts.  But  — 
just  as  a reminder — we’ll  be  using  this  space  incoming  months 
to  discuss  procedures  and  services  which  are  not  covered. 

This  month:  Dental  Admissions.  We  do  not  cover 
hospitalization  for  dental  procedures  except  when  the  patient 
has  a second  severe  medical  and  nondental  problem  which 
Would  be  dangerously  complicated  by  the  dental  procedure. 
Some  examples  of  procedures  where  hospitalization  is  generally 
not  covered: 

• Extractions  of  normal,  abscessed  or  diseased  teeth. 

• Restorative  dentistry  or  the  filling  of  decayed  teeth. 

• Removal  of  impacted  wisdom  teeth,  in  cases  where  the 
procedure  can  be  performed  safely  on  an  outpatient 
basis. 

In  coming  months  we'll  discuss  other  Blue  Shield  coverage 
limitations. 
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CIMETIDINE:  CHRONICLE  OF  A NEW  DRUG 


Introduction 

The  modern  era  of  pharmacologic  enlighten- 
ment with  respect  to  antihistaminic  drugs  began 
in  1937. 1 “The  concept  of  more  than  one  type 
of  histamine  receptor  site  spurred  the  initiation  of 
a major  Smith  Kline  and  French  laboratory  re- 
search project  in  1964.  Its  objectives  were  to 
prove  the  existence  of  selective  histamine  recep- 
tors in  gastric  mucosa  and  to  develop  a drug 
which  would  selectively  antagonize  the  action  of 
histamine  at  these  sites.”2  In  1966  the  first  goal 
was  met,3  but  it  was  not  until  the  early  1970’s 
and  700  compounds  later  that  cimetidine  (Taga- 
met, Smith  Kline  & French)  was  created. 

An  Overview  of  the  Literature 

Cimetidine  became  available  as  a prescription 
drug  in  the  summer  of  1977,  and  since  then  has 
revolutionized  the  treatment  of  gastric  hypersec- 
retory states.  Cimetidine  currently  is  approved 
for  the  treatment  of  duodenal  ulcers  and  for  path- 
ological hypersecretory  conditions  such  as  Zol- 
linger-Ellison  syndrome,  a disease  previously 
treated  with  surgical  intervention  only.  The  phar- 
macology and  basis  for  therapeutic  action  of  cime- 
tidine have  been  reviewed  by  Feldman  and  Rich- 
ardson4 and  by  Brogden,  et  al.5 

The  first  mention  of  this  new  class  of  histamine 
H2-receptor  antagonists,  which  includes  cimeti- 
dine, in  the  Cumulated  Index  Medicus  appeared 
in  1964  under  the  heading  “guanidine.”6  The 
rubric  “cimetidine:  see  guanidine”  first  appeared 
in  1978.  Figure  1 shows  the  total  number  of 

Mr.  Kester  is  a fourth-year  medical  student  at  Jefferson  Medi- 
cal College,  Philadelphia,  Pennsylvania. 

Dr.  Paulshock  is  Associate  Program  Director  in  the  Department 
of  Family  Practice  at  the  Wilmington  Medical  Center  and  Editor 
of  the  Delaware  Medical  Journal. 
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citations  in  English  and  other  languages  regarding 
cimetidine  and  other  guanidines  from  January 
1964  through  December  1979.  Since  cimetidine’s 
introduction  into  clinical  usage  in  1977,  the  num- 
ber of  articles  published  about  the  guanidines  rose 
by  230%,  from  180  in  1977  to  408  in  1979.  The 
articles  which  concerned  therapeutic  uses  in- 
creased by  360%,  from  42  to  152.  Articles  deal- 
ing with  adverse  effects  increased  by  820%,  from 
9 citations  in  1977  to  74  in  1979. 

Of  all  the  reports  ever  published  regarding  un- 
toward effects  of  guanidines,  90%  (130  of  149) 
were  published  during  the  years  1977  to  1979. 
Relatively  more  of  these  articles  have  appeared 
recently.  In  1979,  fully  18%  (74  of  408)  of  all 
published  articles  concerned  adverse  effects,  as 
compared  with  1977,  in  which  only  0.5%  (9  of 
180)  of  all  articles  dealt  with  adverse  effects.  If 
this  trend  continues,  we  may  expect  many  more 
reports  about  side  effects  of  cimetidine  to  appear 
in  the  literature.  It  is  still,  however,  too  early 
to  determine  if  cimetidine  is  following  the  QRS- 
like  oscillation  of  drug  acceptance,  as  diagrammed 
by  Williams  in  Figure  2. 7 

Some  of  the  current  concern  about  cimetidine’s 
possible  toxicity  may  stem  from  experience  with 
its  predecessor,  metiamide,  which  was  removed 
from  investigative  usage  in  1975  after  the  develop- 
ment of  reversible  agranulocytosis  in  animals  and 
man.8  Cimetidine  is  produced  by  replacing  the 
thiourea  moiety  of  metiamide  with  a cyanoguani- 
dino  group.  (Figure  3) 

A variety  of  side  effects  has  been  associated 
with  cimetidine.5’9  SmithKline  Corporation  reports 
the  most  common  side  effects  in  a large  group 
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FIGURE  1 

NUMBER  OF  ARTICLES  PUBLISHED  ABOUT  THE  GUANIDINES 


Number  of  articles  published  concerning  the  guanidines,  of  which  cimetidine  is  a member.  (Based  on  refer 
ence  6) 

Total  articles  published: 

Articles  on  therapeutic  uses:  

Articles  on  adverse  effects:  


of  patients  as  follows:  diarrhea  (1.0%);  nausea 
and  vomiting  (0.8%);  and  skin  rash  (0.3%). 10 
The  detection  of  side  effects  has  resulted  from 
clinical  observation  rather  than  from  deliberate 
studies  of  toxicity.  A few  cases  of  thrombocyto- 
penia have  occurred,11’12  as  have  neutropenia13-14 
and  transient  pancytopenia.15  All  of  these  hema- 
tologic effects  proved  reversible  after  withdrawal 
of  cimetidine. 
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Other  problems  reported  with  cimetidine  have 
included  transiently  elevated  serum  aminotrans- 
aminases,16  elevated  serum  creatinine  levels,  gyne- 
comastia, and  elevated  blood  sugar.9  Exacerba- 
tion of  peptic  ulceration  following  abrupt  cimeti- 
dine withdrawal  has  been  reported,9  although  this 
probably  does  not  represent  an  adverse  effect, 
per  se.  Recently,  mental  confusion  has  been 
documented  in  patients  taking  cimetidine,  perhaps 
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FIGURE  2 

OSCILLATIONS  IN  THE  DEVELOPMENT 
OF  A NEW  DRUG 


From  JAMA  156:131,  1954.  Copyright  1954, 
American  Medical  Association. 


caused  by  blockage  of  histamine  H2-receptors  in 
the  central  nervous  system.17  In  one  recent  con- 
trolled study,  a dose-dependent  reduction  in  sperm 
count  was  associated  with  cimetidine  use.18 

The  FDA  approval  of  cimetidine  is  sanctioned 
for  an  eight-week  course  in  patients  suffering 
from  peptic  ulcer  disease  or  from  hypersecretory 
states,  such  as  Zollinger-Ellison  syndrome.  For 
more  extended  treatment  of  patients  with  chronic 
ulcer  disease,  approval  has  been  granted  for  dos- 
age of  400  mg  daily  at  bedtime.  In  selected  pa- 
tients, treatment  for  one  year  is  indicated.19 

Parental  cimetidine  has  become  an  almost  rou- 
tine order  in  situations  prone  to  secondary  upper 


gastrointestinal  bleeding,  accounting  for  52%  of 
all  inpatient  cimetidine  use  in  a recent  prospec- 
tive study.20  Patients  with  extensive  head  trauma 
showed  significantly  less  upper  gastrointestinal 
bleeding  with  cimetidine  treatment  alone  than  with 
placebo.21  However,  in  other  groups  of  critically 
ill  patients  given  either  cimetidine  or  antacids, 
the  latter  was  equal  to22  or  more  effective  than23 
the  former  in  reducing  such  gastric  bleeding. 
Clearly,  more  study  is  needed  to  delineate  the 
therapeutic  parameters  of  cimetidine. 

Cimetidine  is  a unique  and  remarkably  effective 
drug  whose  availability  has  instituted  a new  era 
of  treatment  for  peptic  ulcer  disease.  Its  wide- 
spread usage  made  inevitable  the  concomitant 
reporting  of  possible,  probable  and  certain  side 
effects.  To  date,  despite  alarm  in  the  lay  press,24 
no  serious  irreversible  toxicity  has  become  mani- 
fest. 

Economic  Aspects  of  Cimetidine 

The  success  of  cimetidine  has  thrown  the  Smith- 
Kline  Corporation  into  the  limelight  of  the  eco- 
nomic, as  well  as  the  scientific,  community.  Figure 
4 shows  the  overall  total  sales  of  the  SmithKline 
Corporation  in  relation  to  the  sales  of  Taga- 
met.24’25’26 The  increase  of  the  SmithKline  Cor- 
poration’s sales  in  the  period  from  1976  to  1979 
was  primarily  due  to  the  huge  volume  of  Tagamet 
sales,  approximately  $450  million  in  1979  alone. 
In  1979,  cimetidine  sales  were  surpassed  only  by 
diazepam  (Valium,  Hoffman-La  Roche,  Inc.) 


FIGURE  3 

CHEMICAL  STRUCTURES  OF  HISTAMINE,  METIAMIDE  AND  CIMETIDINE 
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Similarity  of  chemical  structures  of  histamine  and  the  histamine  H2-receptor  antagonists  metiamide  and 
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FIGURE  4 

TOTAL  SALES  OF  SmithKIine  CORPORATION 
AND  CIMETIDINE  ALONE19-21,22 


Total  sales: 
Cimetidine  sales: 


which  had  an  estimated  worldwide  sale  of  $650 
million  in  1979.24 

To  continue  this  current  growth,  the  Smith- 
KIine Corporation  has  stated:  “Our  number  one 
priority  is  to  ensure  the  continued  success  of 
Tagamet.”26  The  termination  of  its  Dryenium 
(SmithKIine  Corporation  brand  of  triamterene) 
patent  in  1980  and  the  recent  recall  of  Selacryn 
(SmithKIine  Corporation  brand  of  ticrynafen)  in 
1980  make  the  SmithKIine  Corporation  more 
vulnerable  to  the  potentially  negative  economic 
influence  of  further  reports  of  adverse  effects  from 
cimetidine  use. 

Conclusion 

Observation  of  the  cimetidine  literature  offers 
a unique  opportunity  to  chronicle  the  life  cycle 
of  a drug  which  may  still  be  considered  in  its 
therapeutic  infancy  despite  its  economic  precocity. 
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PEDIATRIC  SKIN,  SOFT  TISSUE,  AND 
BONE  INFECTIONS 

Gary  Fleisher,  M.D. 


Infections  of  the  skin,  soft  tissues,  and  bone 
are  common  in  children.  This  discussion  focuses 
on  the  clinical  approach  to  diagnosis  and  treat- 
ment of  four  infections:  impetigo,  cellulitis,  septic 
arthritis,  and  osteomyelitis.  Antibiotic  dosages 
are  listed  in  the  final  table.  (Table  4) 

Impetigo 

Etiology 

Impetigo  is  a superficial  infection  limited  to 
the  skin.  (A  deeper  variety  is  known  as  ecthyma.) 
The  organism  responsible  for  impetigo  is  the 
group  A beta-hemolytic  streptococcus,  which  can 
usually  be  recovered  from  the  lesions.  Impetigo 
arises  when  streptococci  enter  through  a breach 
in  the  integument;  streptolysins  produced  by  the 
streptococci  allow  local  extension  of  the  infection. 
Staphylococcus  aureus  may  occasionally  be  iso- 
lated from  impetiginous  lesions;  they  represent 
secondary  colonization. 

Clinical  Features 

The  child  presents  with  crusted  exudative  le- 
sions. Fever  does  not  accompany  this  disease; 
regional  adenopathy  may  be  present.  The  differ- 
ential diagnosis  includes  atopic  dermatitis,  scabies, 
bullous  impetigo,  or,  for  scalp  lesions,  a kerion. 
Bullous  impetigo,  which  is  characterized  by  blis- 
tering rather  than  crusted  lesions,  is  caused  by 
S.  aureus. 

Management 

Inspection  is  usually  sufficient  for  the  diagnosis 
of  impetigo.  Culture  of  the  lesions  may  be  help- 
ful if  there  is  any  uncertainty.  The  treatment 
of  choice  is  penicillin,  either  50  mg/kg/day  of 

Dr.  Fleisher  is  Assistant  Professor  of  Pediatrics  in  General  Pedi- 
atrics and  Infectious  Diseases  at  the  University  of  Pennsylvania 
Medical  School  and  Assistant  Director  of  the  Emergency  Depart- 
ment at  The  Children’s  Hospital  of  Philadelphia. 

This  paper  was  adapted  from  a presentation  to  the  Department 
of  Pediatrics  at  the  Wilmington  Medical  Center. 
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phenoxymethyl  penicillin  can  be  given  orally  for 
ten  days  or  a single  intramuscular  injection  of 
50,000  u/kg  of  benthazine  penicillin  can  be  ad- 
ministered. Erythromycin  40  mg/kg/day,  is  an 
acceptable  alternative  in  the  penicillin  allergic 
child.  Local  cleansing  with  soap  and  water  is 
suggested.  Topical  antibiotics  are  not  effective; 
numerous  investigations  have  demonstrated  the 
efficacy  of  systemic  compared  to  local  therapy. 

Prognosis 

Impetiginous  lesions  usually  clear  within  one 
week.  Complications,  which  are  rare,  may  be 
either  suppurative  or  nonsuppurative.  Impetigo 
may  spread  locally  to  produce  cellulitis  or  osteo- 
myelitis. Acute  glomerulonephritis  may  also  fol- 
low cutaneous  streptococcal  infections,  particu- 
larly with  certain  nephritogenic  strains.  In  some 
epidemics  of  impetigo,  the  attack  rate  of  neph- 
ritis has  been  1-2%. 

Cellulitis 

Etiology 

Cellulitis  is  an  infection  of  the  skin  and  sub- 
cutaneous tissues.  Its  etiology  varies  with  the 
age  of  the  child  and  the  location  of  the  infection. 
In  the  older  patient  with  cellulitis  of  the  trunk 
or  extremities,  S.  aureus  and  group  A beta-hemo- 
lytic streptococci  are  most  common.  Studies  by 
our  group  have  shown  that  S.  aureus  may  be  iso- 
lated alone  or  in  combination  with  S.  pyogenes  in 
70%  of  these  infections.  Haemophilus  influenzae 
is  an  important  but  less  frequent  cause  of  cellu- 
litis on  the  body;  it  is  responsible  for  fewer  than 
5%  of  such  infections.  The  etiology  of  facial  or 
periorbital/orbital  cellulitis  is  different;  about 
half  of  the  infections  in  this  region  are  caused 
by  H.  influenzae.  The  remainder  are  due  to  S. 
aureus,  group  A streptococci,  and,  occasionally, 
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TABLE  1 

CELLULITIS:  ETIOLOGY  BY  LOCATION 
# of 


Location 

patients 

(%) 

Organism 

# 

H.  influenzae 

3 

S.  pneumoniae 

1 

Face 

8 

(16) 

S.  aureus 

1 

No  isolate 

3 

H.  influenzae 

1 

S.  aureus 

10 

S.  pyogenes 

4 

Extremities 

42 

(84) 

S.  aureus/ 

4 

S.  pyogenes 

P.  aeruginosa 

1 

No  isolate 

22 

Streptococcus  pneumoniae.  The  results  of  a study 
of  50  ohildren  with  cellulitis  are  presented  in 
Table  1. 

H.  influenzae  cellulitis  is  more  frequent  in 
younger  children.  Neonates  and  immunicom- 
promised  patients  may  develop  cellulitis  due  to 
unusual  pathogens  such  as  E.  coli  or  Pseudomonas 
aeruginosa. 

The  pathogenesis  of  cellulitis  frequently  in- 
volves local  entry  of  organisms  through  a gap  in 
the  skin,  either  through  an  inapparent  break  or 
an  obvious  wound.  Some  cellulitis,  particularly 
with  H.  influenzae,  arises  from  hematogenous  dis- 
semination. 

Clinical  Features 

The  child  with  cellulitis  presents  with  signs  of 
inflammation:  erythema,  edema,  warmth,  pain, 
and  limitation  of  motion.  Fever  is  unusual  unless 
there  is  extensive  local  disease  or  the  infection 
is  of  bacteremic  origin.  Differential  diagnosis 
includes  allergic  reactions,  trauma,  and  cold  in- 
jury. Allergic  edema  in  the  periorbital  region  is 
often  confused  with  cellulitis.  Frostbite  of  the 
cheeks  from  the  outside  or  the  inside  (“popsicle 
panniculitis”)  often  resembles  a buccal  infection. 
Some  contusions  produce  blue-black  discoloration 
identical  to  that  seen  with  disease  due  to  H.  influ - 
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enzae.  Cellulitis  can  sometimes  be  a clue  to  un- 
derlying disease,  including  sinusitis,  adenitis,  os- 
teomyelitis, peritonitis,  or  a pilonidal  abscess. 

Management 

The  diagnosis  of  cellulitis  is  usually  suspected 
from  the  appearance  of  the  area.  Tenderness 
points  towards  infection  rather  than  allergy  or 
hypothermic  injury.  Traumatic  lesions  are  usually 
less  erythematous  and  are  not  warm.  Laboratory 
tests  which  may  be  useful  include  the  white  blood 
cell  count,  blood  culture  or  culture  of  an  aspirate 
from  the  edge  of  the  lesion. 

The  initial  management  hinges  on  the  location. 
(Figure  1)  Children  with  a facial  cellulitis  are 
likely  to  have  bacteremia  with  H.  influenzae.  All 
patients  should  be  admitted  and  evaluated  with 
white  blood  cell  count  and  appropriate  cultures. 
With  periorbital  or  orbital  infections,  sinus  roent- 
genograms will  often  show  ethmoiditis.  The  initial 
treatment  of  facial  cellulitis  is  directed  against  H. 
influenzae,  S.  aureus,  and  group  A streptococci. 
Either  anti-staphylococcal  penicillin  or  a cephalo- 
sporin (cephalothin  or  cefazolin),  in  combination 
with  chloramphenicol,  provides  excellent  coverage 
for  these  organisms.  Because  more  than  10%  of 
H.  influenzae  strains  are  resistant  to  ampicillin, 
it  is  not  a satisfactory  alternative  to  chlorampheni- 
col. If  meningeal  involvement  is  clearly  not 
present,  cephamandole  is  acceptable  therapy  in 
facial  cellulitis. 

Children  with  truncal  or  extremity  cellulitis 

FIGURE  1 

CELLULITIS:  ALGORITHM  FOR  MANAGEMENT 


Aspirate  culture 
Antibiotics 
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are  usually  treated  as  outpatients.  Acceptable 
antibiotics  include  antistaphylococcal  penicillins 
or  cephalosporins.  Children  who  are  febrile 
should  have  a white  blood  cell  count  performed 
since  the  combination  of  fever  and  leukocytosis 
has  been  shown  to  correlate  with  bacteremic  in- 
fections. (Figure  2)  If  the  total  white  blood  cell 
count  is  over  15,000/mm3,  intravenous  therapy 
with  either  oxacillin  or  a cephalosporin  (cephalo- 
thin  or  cefazolin),  in  combination  with  chlor- 
amphenicol, should  be  initiated  until  the  results 
of  blood  and  aspirate  cultures  are  known. 

Prognosis 

The  majority  of  children  with  cellulitis  recover 
uneventfully.  Improvement  should  be  seen  with- 
in 48  hours.  If  the  child  receiving  outpatient 


therapy  does  not  show  signs  of  improvement  after 
two  days,  intravenous  antibiotic  therapy  must  be 
considered.  Complications  of  cellulitis  include 
local  spread  of  distant  septic  foci.  An  abscess 
or  osteomyelitis  may  develop  at  the  site  of  the 
cellulitis  or  at  a remote  location.  Meningitis, 
epiglottitis,  septic  arthritis  and  pericarditis  may 
occur  in  association  with  H.  influenzae  infections. 

Septic  Arthritis 

Etiology 

Septic  arthritis  is  an  infection  involving  a joint. 
Different  organisms  predominate  in  different  age 
groups.  (Table  2)  In  the  neonate,  S.  aureus,  E. 
coli,  and,  as  recently  reported,  group  B strepto- 
cocci are  responsible  for  the  majority  of  infections. 


FIGURE  2 

CELLULITIS:  CORRELATION  OF  TEMPERATURE 
AND 

WHITE  BLOOD  COUNT  WITH  ORGANISM 


No.  of 
Children 


T l 38.5°  C 


WBC  count  l 15,000/mm3 


our  = aureas  inf  = influenzae 
pyo  = pyogenes  pne  = pneumoniae 
aer  = aeruginosa 
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Following  the  neonatal  period  until  3 or  4 years 
of  age,  H.  influenzae  is  a frequent  isolate;  sporadic 
cases  are  then  seen  into  adulthood.  From  4 to 
5 years  until  puberty,  S.  aureus  causes  almost  all 
cases  of  septic  arthritis.  During  the  adolescent 
years,  Neisseria  gonorrhoeae  becomes  the  most 
frequent  pathogen.  In  the  United  States,  tubercu- 
losis is  an  unusual  cause  of  septic  arthritis.  Among 
immunocompromised  children,  Candida  albicans, 
aspergillus  species,  P.  aeruginosa,  and  other  rarely 
isolated  organisms  must  be  considered.  P.  aerugi- 
nosa has  a peculiar  propensity  to  cause  septic 
arthritis  of  the  foot  following  a puncture  wound. 

Joint  infections  result  from  local  invasion  or 
hematogenous  dissemination.  There  is  frequently 
a history  of  preceding  trauma. 

Clinical  Features 

The  symptomatology  depends  on  the  location 
of  the  involved  joint.  The  hip  and  knee  are  most 
frequently  affected  in  children.  The  most  frequent 
presentation  is  either  a limp  or  pain  in  the  leg. 
Vertebral  osteomyelitis  may  manifest  as  backache 
or  nuchal  rigidity.  Temporomandibular  infections 
produce  painful  mastication.  On  examination, 
the  affected  joint  is  swollen,  erythematous,  and 
warm,  and  there  is  marked  resistance  to  move- 
ment. Fever  is  present  in  60-70%  of  patients; 
regional  adenopathy  is  infrequent.  The  differen- 
tial diagnosis  includes  trauma,  collagen  vascular 
disease,  serum  sickness,  toxic  synovitis,  and  malig- 
nancy. 

Management 

The  diagnosis  of  septic  arthritis  may  be  diffi- 
cult, particularly  early  in  the  course  of  the  illness 

TABLE  2 

SEPTIC  ARTHRITIS:  ETIOLOGY  BY  AGE 
OF  PATIENT 

Major  Pathogens 

Group  B streptococcus, 

S.  aureus,  E.  coli 
H.  influenzae,  S.  aureus 
S.  aureus 

N.  gonorrhoeae,  S.  aureus 


FIGURE  3 

APPROACH  TO  THE  PAINFUL  JOINT 


Effusion? 


Sedimentation  Rate? 


or  with  the  involvement  of  deeper  joints  such  as 
the  hip.  The  most  important  feature  is  the  dem- 
onstration of  an  effusion  by  either  physical  or 
roentgenographic  examination.  (Figure  3)  If 
both  effusion  and  fever  are  present,  an  arthrocen- 
tesis  must  be  performed.  In  an  afebrile  child 
with  fluid  in  the  joint,  the  white  blood  cell  count 
and  sedimentation  rate  may  be  helpful.  Arthro- 
centesis  is  always  indicated  when  there  is  clinical 
suspicion  of  a bacterial  infection. 

Examination  of  the  synovial  fluid  from  a septic 
joint  will  show  a large  number  of  white  blood 
cells,  predominantly  neutrophils.  Although  older 
references  suggest  that  fluid  from  an  infected  joint 
will  have  a total  white  cell  count  > 100,000/mm3, 
that  is  often  not  the  case.  Recent  experience  in 
children  has  demonstrated  < 10,000/mm3  white 
blood  cell  count  in  joint  fluid  from  25%  of  the 
patients  with  septic  arthritis.  A Gram  stain  of 
the  material  will  often  reveal  the  organism.  Syno- 
vial fluid  cultures  yield  a pathogen  in  60%  of 
the  patients  and  blood  cultures  in  40%.  However, 
about  one-fifth  of  the  patients  will  have  no  or- 
ganism recovered  from  either  this  joint  or  their 
blood  cultures.  In  these  cases,  an  elevation  of  the 
lactic  acid  level  in  the  synovial  fluid  may  be  use- 
ful in  documenting  bacterial  infection.  Radio- 
nuclide scans  occasionally  are  helpful. 

Treatment  requires  drainage  of  purulent  ma- 
terial and  administration  of  antibiotics.  (Figure 
4)  In  children  under  1 year  of  age  or  with  a 
hip  joint  infection,  drainage  must  be  surgical.  In 
older  children  with  a septic  joint  other  than  the 
hip,  removal  of  the  purulent  synovial  material 


Age 
5^2  mo 

2 mo-5  yrs 
>5  yrs- 13  yrs 
>13  yrs 
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can  usually  be  achieved  by  daily  arthrocentesis. 
If  satisfactory  drainage  cannot  be  accomplished 
by  closed  aspiration,  or  if  the  fluid  reaccumulates 
after  the  fifth  day,  surgical  treatment  is  indicated. 

Initial  antibiotic  treatment  varies  with  the  age 
of  the  child.  In  the  neonate,  S.  aureus,  E.  coli, 
and  group  B streptococci  are  all  likely  pathogens. 
An  antistaphylococcal  penicillin  such  as  oxacillin, 
or  a cephalosporin,  ampicillin,  and  an  aminogly- 
coside (kanamycin  or  gentamicin)  provide  an 
acceptably  broad  therapeutic  spectrum  which  can 
be  decreased  as  soon  as  culture  results  are  avail- 
able. Between  the  ages  of  2 months  and  5 years, 
an  antistaphylococcal  penicillin  (or  a cephalo- 
sporin) and  chloramphenicol  should  be  started 
to  treat  both  S.  aureus  and  H.  influenzae.  Chlor- 
amphenicol is  unnecessary  after  age  5 years,  or 
with  H.  influenzae  infections  sensitive  to  ampi- 
cillin. Penicillin  is  the  drug  of  choice  in  proven 
gonococcal  infections.  Initial  therapy  must  al- 
ways be  intravenous.  After  one  week,  a change 
may  be  made  to  oral  therapy  for  those  children 
who  have  demonstrated  a satisfactory  response. 
Current  recommendations  call  for  oral  therapy  to 
continue  under  direct  observation  in  the  hospital. 
Specimens  should  be  obtained  to  demonstrate 
satisfactory  peak  (^1:16)  and  trough  (^1:2) 
serum  bactericidal  levels.  N.  gonorrhea  is  treated 


FIGURE  4 
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MANAGEMENT 
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41  yr. 
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TABLE  3 

OSTEOMYELITIS:  ETIOLOGY  BY  AGE 
OF  PATIENT 


Age 

Major  Pathogens 

5=2  mo 

Group  B streptococcus, 
S.  aureus,  E.  coli 

> 2 mo 

S.  aureus 

for  ten  days,  H.  influenzae  for  two  weeks,  and 
other  organisms  for  three  weeks. 

Prognosis 

Children  with  septic  arthritis  generally  recover 
uneventfully  if  diagnosed  early  and  treated  prop- 
erly. Delay  in  the  institution  of  adequate  therapy 
may  lead  to  destruction  of  synovial  cartilage  and 
a residual  loss  of  function.  This  is  particularly 
common  with  hip  disease  due  to  the  insidious 
presentation  and  the  tenuous  blood  supply  of  the 
femoral  head.  Distant  infectious  foci  may  occur 
in  H.  influenzae. 

Osteomyelitis 

Etiology 

The  etiology  of  osteomyelitis  varies  with  age. 
(Table  3)  As  with  septic  arthritis,  S.  aureus,  E. 
coli , and  group  B streptococci  are  all  common  in 
the  neonate.  After  2 months  of  age,  the  vast 
majority  of  infections  is  caused  by  S.  aureus. 
Tuberculosis  and  anaerobic  organisms  may  rarely 
be  responsible.  Gram  negative  rods  and  fungi 
not  infrequently  occur  in  the  immunocompromised 
host.  P.  aeruginosa  infections  commonly  follow 
puncture  wounds  of  the  foot.  Salmonella  pre- 
dominate in  children  with  sickle  cell  anemia. 

The  pathogenesis  of  childhood  osteomyelitis 
is  almost  invariably  hematogenous  (during  a bac- 
teremia organisms  are  trapped  in  the  capillary 
network  at  the  end  of  the  long  bones),  but  oc- 
casionally, direct  inoculation  occurs. 

Clinical  Features 

Early  in  its  course  osteomyelitis  is  very  fre- 
quently a subtle  infection.  The  presentation  de- 
pends on  the  bone  affected.  As  the  femur  and 
tibia  are  most  commonly  involved,  a limp  may 
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be  the  initial  complaint.  Local  edema  and  ery- 
thema are  generally  absent,  but  tenderness  is 
elicited  by  palpation.  Fever  occurs  in  40-60% 
of  patients.  Osteomyelitis  must  be  differentiated 
from  bone  tumors,  trauma,  phlebitis,  and  other 
infections  such  as  cellulitis  or  septic  arthritis. 

Management 

The  definitive  diagnosis  of  osteomyelitis  re- 
quires recovery  of  a pathogen  from  the  bone, 
but  this  is  not  always  accomplished.  Presumptive 
criteria  are  as  follows:  compatible  roentgeno- 
graphic  or  scintigraphic  change  and  isolation  of 
a pathogen  from  the  blood,  or  compatible  bone 
histology  and  isolation  of  a pathogen  from  the 
blood.  The  diagnosis  is  less  certain  if  only  the 
roentgenographic  or  scintigraphic  findings  are 
present.  The  erythrocyte  sedimentation  rate  is 
almost  always  elevated.  In  a child  with  bgne 
pain,  leukocytosis  suggests  infection  but  the  total 
white  blood  cell  count  is  often  normal.  A blood 
culture  should  always  be  obtained. 

As  with  septic  arthritis,  the  treatment  involves 
both  drainage  of  loculated  pus  and  antibiotics. 
(Figure  5)  In  order  to  determine  the  need  for 
surgery,  a percutaneous  aspiration  of  the  infected 
bone  must  be  performed;  surgery  is  indicated  if 
any  purulent  material  is  obtained.  Occasionally 
no  purulent  material  can  be  obtained;  then  anti- 
biotic therapy  alone  cures  the  infection. 

In  the  neonate,  the  initial  antibiotic  choice  is 
an  antistaphylococcal  penicillin  (or  a cephalo- 
sporin), ampicillin,  and  an  aminoglycoside  (kan- 
amycin  or  gentamicin).  After  2 months  of  age, 
since  the  vast  majority  of  infections  are  due  to  5. 
aureus,  oxacillin  or  a cephalosporin  provide  ade- 

FIGURE  5 
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TABLE  4 

SKIN/SOFT  TISSUE/BONE  INFECTIONS 


Recommended  Antibiotic  Dosages  (mg/kg/ day) 


and  routes 
Neonate 

Child 

Cefazolin 

40-60  IV 

100  IV 

Cephalexin 

Not  applicable 

50  PO 

Cephalothin 

40-60  IV 

100  IV 

Chloramphenicol 

25-50  IV 

100  IV 

Dicloxacillin 

Not  applicable 

50  PO 

Gentamicin 

5 IM/IV 

5-7.5  IM/IV 

Kanamycin 

15-20  IM/IV 

20-30  IM/IV 

Oxacillin 

50  IV 

150  IV 

Penicillin 

Not  applicable 

30  IM 

( benzathine) 


quate  coverage.  A pathogen  will  be  recovered 
in  about  60%  to  70%  of  children,  which  allows 
the  selection  of  the  most  appropriate  drug.  As 
with  septic  arthritis,  the  oral  route  of  antibiotic 
administration  achieves  adequate  antibiotic  blood 
levels  after  the  first  week  of  treatment. 


Prognosis 

When  the  recommended  schedules  for  therapy 
are  strictly  adhered  to,  the  outcome  is  usually, 
but  not  always,  excellent  for  children  with  osteo- 
myelitis. Patients  who  receive  less  than  optimal 
therapy  are  at  risk  of  developing  chronic  osteo- 
myelitis. Particular  attention  must  be  paid  to  chil- 
dren with  multiple  sites  of  involvement,  either  with 
S.  aureus  or  H.  influenzae,  since  deep  septic  foci 
may  develop,  and  there  is  a significant  mortality 
rate. 
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A NEW  ERA  IN  GENETIC  MEDICINE 

The  burgeoning  field  of  genetics  has  touched 
every  area  of  medicine.  From  basic  Mendelian 
inheritance  through  the  exciting  work  being  done 
in  DNA  recombinants,  newer  concepts  in  the  un- 
derstanding of  disease  have  emerged.  Genetic 
engineering  holds  out  a mind-boggling  potential 
for  a unique  approach  to  therapy.  Perhaps  in  no 
other  area  has  this  knowledge  been  put  to  more 
practical  use  than  in  prenatal  diagnosis. 

To  meet  the  challenge  of  genetics  in  the  1980s 
and  beyond,  a program  had  to  be  built  around 
a laboratory  capable  of  producing  precise  data  to 
support  clinical  expertise.  The  Wilmington  Medi- 
cal Center  has  made  great  strides  to  assure  all 
the  citizens  of  Delaware  access  to  the  highest 
caliber  of  genetic  service. 

The  genetic  program  in  Wilmington  was  initi- 
ated by  Dr.  Herman  Rosenblum  with  support  from 
Dr.  John  Maroney  and  the  Department  of  Pedi- 
atrics. With  financial  aid  from  the  fund-raising 
efforts  of  the  Junior  Board  of  the  Delaware  Divi- 
sion and  contributions  from  the  Margaret  I. 
Handy  Foundation,  the  first  genetic  laboratory 
was  established  in  Wilmington  at  the  Wilmington 
General  Division  in  1969.  Dr.  Antonio  Narvaez’s 
expertise  helped  to  expand  the  genetic  spectrum 
available,  particularly  in  the  1970s,  as  amnio- 
centesis became  an  integral  part  of  prenatal  ge- 
netic counselling.  Cooperative  effort  from  the 
Alfred  I.  du  Pont  Institute  and  Dr.  Arnold  Clark 
of  the  Department  of  Genetics,  University  of  Del- 
aware, bolstered  the  program. 

Most  recently,  a generous  grant  from  the  March 
of  Dimes  Birth  Defects  Foundation,  coupled  with 
governmental  support  spearheaded  by  state  Rep- 
resentative Jane  Maroney,  has  brought  the  pro- 
gram up  to  the  highest  academic  standards.  The 
clinic  is  under  the  guidance  of  internationally  re- 
spected geneticists,  Dr.  Laird  Jackson,  clinical 
geneticist  of  the  Thomas  Jefferson  University,  and 
Dr.  Digamber  Borgaonkar,  cytogeneticist,  for- 
merly Director  of  the  Genetics  Laboratory  at 
Johns  Hopkins  Hospital.  Also  participating  in 
the  clinic  are  Dr.  Ronald  Wapner,  perinatologist 
of  the  Thomas  Jefferson  University,  and  Dr.  An- 
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tonio  Narvaez,  clinical  geneticist  at  the  Wilming- 
ton Medical  Center.  The  clinic  meets  each  Mon- 
day morning  at  the  Wilmington  General  Division. 
Alternative  arrangements  for  expanded  counsel- 
ling sessions  can  also  be  arranged.  Referrals  are 
accepted  by  calling  428-4273  and  speaking  with 
Miss  Suzanne  Martin,  R.N. 

The  prodigious  effort  to  develop  the  program 
at  the  Wilmington  Medical  Center  has  culminated 
in  a new  era  of  genetic  medicine  readily  available 
in  our  own  state.  World  class  authorities  have 
established  a program  equal  to  that  formerly 
available  only  at  the  finest  universities.  To  those 
involved  in  building  this  program,  we  are  deeply 
grateful. 

Jeffry  I.  Komins,  M.D. 

% Vi 

CHANGING  THE  EDITORIAL  BOARD 

Fine  print  readers  may  notice  a change  on  the 
masthead.  The  multitalented  Dr.  R.  B.  Flinn 
who  has  been  the  able  editor  of  this  Journal  since 
1966  has  resigned,  and  I have  been  appointed  to 
succeed  him. 

First,  my  thanks  to  Dr.  Flinn.  I have  learned 
a great  deal  from  him  during  my  stint  as  an  asso- 
ciate editor.  Second,  in  the  changing  of  the  guard 
I hope  that  his  responsibilities  as  Director  of  the 
Department  of  Medicine  at  the  Wilmington  Medi- 
cal Center  will  not  prevent  him  from  acting  as  an 
advisor  to  the  Journal  from  time  to  time  in  the 
future.  Third,  I want  to  use  the  changing  of  the 
editorial  guard  as  an  opportunity  to  remind  all 
of  you  that  the  Journal  is  in  large  measure  pub- 
lished by  and  for  the  members  of  the  Medical 
Society  of  Delaware.  This  is  an  invitation  to  all 
of  you  to  exert  your  proprietary  interests:  write 
us  letters,  offer  us  editorials  and  manuscripts,  do 
book  reviews,  volunteer  to  be  a manuscript  re- 
viewer, solicit  papers  for  us.  We  sincerely  en- 
courage anyone  interested  in  helping  with  the 
Journal  but  not  previously  involved  to  drop  us  a 
line  or  give  us  a call. 

Please  let  us  know  at  any  time  how  we’re  doing. 

B.Z.P. 
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HIRING  A NEW  DOCTOR  FOR  YOUR  PRACTICE 


Leif  C.  Beck,  LL.B.,  CPBC 
Vasilios  J.  Kalogredis,  J.D.,  CPBC 
Geoffrey  T.  Anders,  J.D.,  CPA 


We  receive  numerous  inquiries  regarding  “fair” 
arrangements  between  a senior  physician  or  exist- 
ing group  and  a young  doctor  joining  with  him 
or  them.  The  inquiries  are  from  both  sides:  from 
the  hiring  side  as  to  what  should  be  offered,  and 
from  the  doctor  just  finishing  residency  and  evalu- 
ating a prospective  practice.  Since  this  seems  to 
be  the  hiring  season  when  such  details  are  often 
being  ironed  out,  we  hope  our  comments  will 
prove  useful. 

The  many  involvements  have  recently  led  us  to 
revise  our  sample  hiring  letter  setting  forth  all 
the  agreed  upon  arrangements.  The  renewed  items 
reflect  change  in  the  supply/demand  of  doctors, 
as  we  discussed  in  our  June  1980  article.  The 
details  should  be  in  writing  to  avoid  any  possible 
misunderstandings  or  embarrassments  between 
the  parties.  We  do  not  consider  a fancy  legal 
document  as  important  as  the  letter  written  by 
doctor  to  doctor,  for  they  are  the  ones  who  must 
understand  their  relationship,  which  is  why  our 
accompanying  “Dr.  New  Letter”  may  be  useful. 

Short-Term  Economic  Effect  on  the 
Employing  Doctor 

Although  the  employing  doctor  or  group  in- 
variably seeks  an  additional  doctor  for  long-term 
considerations  (to  handle  the  increasing  patient 
load,  to  share  responsibility,  review,  coverage, 
etc.)  the  employer  is  becoming  increasingly  aware 
of  the  likely  short-term  effect  on  his  own  net 
income.  First  of  all,  the  cost  of  hiring  another 
doctor  will  be  considerably  more  than  just  the 
agreed  upon  salary.  If,  for  example,  a “package” 

Messrs.  Beck,  Kalogredis  and  Anders  are  the  principal  con- 
sultants of  Management  Consulting  for  Professionals,  Inc.,  Bala 
Cynwyd,  Pennsylvania. 


of  employee  benefits  (many  of  which  are  dis- 
cussed in  later  sections  of  this  article)  is  offered  to 
the  new  doctor,  the  additional  cost  of  those  bene- 
fits may  well  amount  to  upwards  of  $10,000  plus 
the  possibly  huge  additional  malpractice  insurance 
premium  cost. 

The  hiring  may  also  necessitate  moving  to  larger 
office  space,  buying  more  equipment,  and  em- 
ploying more  supporting  personnel  (nurses,  sec- 
retaries, bookkeepers,  etc.).  To  continue  the 
expanded  practice  without  enough  examining 
rooms,  equipment,  and  lay  assistance  would  in- 
deed be  a false  economy,  although  a hiring  doctor 
too  often  tends  to  ignore  or  resist  these  accom- 
panying changes.  The  changes  may  cost  $15,000 
to  $25,000  or  more. 

While  the  first-year  expenditures  due  to  a new 
physician  could  thus  add  up  to  $60,000  or  more, 
one  should  question  how  much  fee  income  will  be 
received  because  of  his  presence.  In  many  cases, 
it  will  be  considerably  less  than  his  cost.  Since 
the  new  doctor  will  begin  his  employment  with 
no  patient  load  at  all,  it  will  obviously  take  a 
period  of  time  (perhaps  several  years)  for  him 
to  gradually  develop  a comparable  volume.  Simi- 
larly, even  if  the  existing  practice  has  an  overflow 
of  business  there  may  be  a considerable  time 
delay  in  integrating  the  new  doctor  into  that 
activity.  Finally,  the  normal  time  elapsed  be- 
tween performance  of  a service  and  collection  of 
the  fee  will  result  in  very  little  income  from  the 
new  doctor’s  work  during  the  first  two  or  three 
months  regardless  of  his  activity,  a factor  which 
may  mean  only  nine  or  ten  months’  income  dur- 
ing his  first  full  year  of  work. 
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These  first-year  economic  factors  are  not  in- 
tended to  dissuade  one  from  seeking  additional 
help.  Rather,  they  should  be  recognized  and 
evaluated  so  the  hiring  doctor (s)  will  be  able  to 
plan  his  (their)  personal  economics  to  what  may 
be  a year  of  lower  income.  This  is  particularly 
true  of  an  incorporated  physician,  for  the  income 
and  expense  projection  may  indicate  a need  to 
reduce  the  owner’s  salary.  Such  a step  is  far 
better  taken  in  advance  than  at  a later  date  when 
an  actual  negative  cash  flow  begins  to  strike. 

Promises  of  Partnership 

There  seems  to  have  developed  a common 
practice  of  hiring  a new  doctor  as  an  employee 
for  one  year  and  then  taking  him  in  as  a partner 
or  shareholder  (on  a basis  gradually  going  to- 
wards equality)  beginning  the  succeeding  year. 
Sometimes  the  new  doctor’s  employment  extends 
two  years  before  partnership,  but  rarely  longer. 
When  the  initial  hiring  is  going  on,  however,  one 
must  consider  how  specific  and  how  binding  to 
make  the  future  partnership  arrangements. 

While  we  used  to  feel  strongly  that  neither 
party  should  commit  himself  to  partnership  ar- 
rangements when  negotiating  the  initial  year’s 
employment,  that  philosophy  is  changing.  The 
supply/demand  circumstances  are  such  that  the 
senior  doctor (s)  may  well  feel  the  need  to  pin 
down  the  future  “deal”  immediately  for  their  own 
protection.  A young  doctor  will  otherwise  have 
a far  stronger  “negotiating  postion”  a year  later 
if  he  has  done  good  work  and  built  a reputation. 

On  the  other  hand,  the  newly  hired  physician 
needs  assurance  that  the  group  or  hiring  doctor 
will  not  feel  so  squeezed  by  short-term  economics 
that  they  then  offer  him  a less  generous  partnership 
arrangement  than  had  been  casually  discussed. 
Although  a prime  purpose  of  the  first  year  is  to 
permit  both  parties  to  appraise  the  desirability 
of  working  together  indefinitely  thereafter,  some 
greater  assurances  seem  these  days  to  be  needed 
by  both  sides.  Despite  that,  our  basic  “Dr.  New 
Letter”  has  kept  the  future  deal  out  of  its  text, 
leaving  that  subject  to  be  expressed  separately. 

Amount  of  Compensation 

We  have  seen  starting  salaries  ranging  from 
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$25,000  to  over  $50,000  (and  far  higher  for  a 
few  especially  scarce  subspecialties),  so  there  is 
obviously  no  “correct”  figure.  The  high-income 
specialties  and  many  of  the  surgical  specialties 
(orthopedic  surgery,  OB-GYN,  urology,  for  in- 
stance) seem  particularly  to  be  offering  starting 
pay  at  $40,000  and  higher.  Both  parties  should 
recognize,  however,  that  a few  thousand  dollars 
difference  in  first-year  pay  is  insignificant  over 
the  longer  term. 

We  often  encourage  our  clients  to  offer  an 
additional  “incentive  compensation,”  perhaps  40 
to  50%  of  the  gross  or  net  income  above  that 
necessary  to  meet  the  cost  of  the  new  doctor. 
Such  an  offer  has  the  effect  of  showing  the  new 
doctor  that  the  existing  practice  is  not  trying  to 
profit  financially  on  his  work,  and  is  instead 
delighted  for  him  to  benefit  by  any  profit  he 
generates  above  that  basic  earning  level. 

Fringe  Benefits 

As  a minimum,  we  believe  the  employer  should 
offer  the  new  doctor  basic  health  insurance  cover- 
age (Blue  Cross/Blue  Shield,  or  the  equivalent). 
If  the  practice  is  incorporated,  the  hiring  doctor  or 
doctors  (the  corporation’s  owner  or  owners) 
may  well  be  having  their  medical  expenses,  major 
medical  insurance  and  accident  and  health  (dis- 
ability) insurance  paid  for  by  the  corporation. 
In  that  event  we  strongly  recommend  that  the 
equivalent  advantages  be  offered  the  new  doctor. 
It  will  help  show  the  IRS  that  the  corporation 
offers  its  benefits  beyond  just  the  owners,  and  it 
will  also  convey  to  the  new  doctor  an  intent  to 
favor  him  just  as  the  owners  favor  themselves. 

If  the  practice  is  incorporated,  it  will  also  have 
to  consider  the  cost  of  covering  the  new  doctor 
in  its  pension  and/or  profit  sharing  plans.  This 
can  be  a very  substantial  additional  cost  since  the 
plans  may  call  for  contributions  up  to  25%  of  the 
employees’  salaries.  The  hiring  doctor  should  be 
especially  mindful  of  this  cost  when  first  dis- 
cussing compensation,  and  we  advise  his  speaking 
in  terms  combining  both  current  and  deferred 
pay  from  the  beginning.  For  instance,  if  a $40,000 
figure  is  contemplated  from  the  beginning,  we 
suggest  that  the  discussion  clearly  be  in  terms  of 
that  total’s  being  a combination  of  salary  and 
retirement  contribution.  It  would  mean  a $32,000 
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salary  and  an  $8,000  retirement  contribution  in 
this  example. 

For  rather  obvious  reasons,  a young  physician 
will  usually  prefer  cash  compensation  to  retire- 
ment contribution.  Hence,  if  the  attorney  or 
other  pension  advisors  find  it  possible,  the  hiring 
medical  corporation  can  give  him  the  opportunity 
of  declining  coverage  in  the  retirement  plan  or 
plans  for  the  first  few  years,  receiving  the  differ- 
ence instead  as  higher  salary.  We  call  this  elec- 
tion “opting  out”  of  the  plan  or  plans.  In  the 
preceding  example,  the  new  doctor  might  be 
offered  a $40,000  starting  salary  if  he  wishes  to 
elect  non-participation  in  the  plan.  This  would 
clearly  appeal  to  the  new  doctor  while  not  really 
costing  the  corporation. 

Payment  of  Expenses 

The  parties  should  also  have  a clear  advance 
understanding  as  to  what  professional  expenses 
the  employer  will  pay  for  the  new  doctor.  Mal- 
practice insurance  premiums,  professional  society 
dues,  and  hospital  staff  fees  are  most  often  borne 
by  the  employer.  Some  senior  doctors  are  so  set 
back  by  the  malpractice  cost  that  they  attempt 
to  have  the  new  employee  bear  it,  but  we  con- 
sider it  a cost  which  the  employer  should  bear, 
even  though  it  may  in  turn  affect  what  salary  he 
can  offer  the  young  doctor.  In  addition,  many 
employers  offer  to  pay  the  expenses  for  travel 
to  and  attendance  at  professional  education  and 
society  meetings,  although  it  may  be  desirable  to 
place  a limit  on  such  expenditures  for  the  year. 
All  of  these  expenses  seem  clearly  to  benefit  the 
employer  as  well  as  the  employed  physician. 

The  hiring  doctor  should  also  consider  whether 
to  pay  the  new  doctor’s  automobile  expenses,  en- 
tertainment expenses  and  the  like.  Especially  if 
a professional  corporation  is  involved  and  such 
marginally  appropriate  items  are  being  provided 
for  the  present  physician-owners,  providing  them 
for  a new  doctor  who  is  not  a shareholder  would 
help  improve  the  argument  that  the  expenses  ac- 
tually deserve  the  intended  tax  treatment. 

Whatever  expenses  and  fringe  benefits  the  em- 
ployer pays  for  its  new  doctor  should  clearly  be 
evaluated  in  dollar  figures,  for  the  doctor  should 
understand  that  his  compensation  will  far  exceed 
the  amount  of  his  straight  salary.  In  fact,  the 


employing  physician  or  corporation  will  often 
decide  to  reduce  the  straight  salary  offer  by  the 
dollar  value  of  several  fringe  benefits  while  still 
providing  the  desired  compensation  level.  A doc- 
tor willing  to  receive  $30,000  of  salary  should, 
for  example,  be  delighted  to  receive  instead  a 
$25,000  salary  plus  benefits  which  will  reduce 
his  out-of-pocket  obligations  by  $5,000. 

Vacations  and  Illness 

The  limits  on  permissible  absence  should  also 
be  set  out  in  advance  of  the  actual  employment. 
Since  one  cannot  really  anticipate  a person’s 
health  or  vacation  attitudes  until  actual  work  ex- 
periences have  been  shared,  such  limits  protect 
the  employer.  They  also  are  valuable  to  the  new 
employee  since  he  will  know  his  absence  rights 
and  thus  avoid  embarrassments  if  and  when  the 
absences  are  needed  or  desired. 

We  feel  that  a newly  hired  doctor  need  be 
offered  only  two  weeks’  vacation  in  his  first  year 
of  employment,  but  it  is  not  unusual  for  clients 
instead  to  offer  three  or  four  weeks.  The  de- 
cision should  depend  in  large  part  on  how  well 
the  expanded  practice  can  be  maintained  during 
absence. 

As  to  extended  absence  due  to  illness  or  injury, 
professional  practices  are  generally  willing  to  al- 
low four  weeks  of  absence  without  loss  of  pay 
during  the  first  year.  While  the  allowable  sick 
leave  should  become  still  longer  as  a doctor  works 
his  way  into  partnership,  he  has  not  really  earned 
extensive  absence  right  when  so  newly  hired.  Es- 
pecially if  the  employer  carries  some  accident  and 
health  (disability)  insurance  on  each  physician  or 
reimburses  each  physician  for  his  own  disability 
premiums,  four  weeks  of  paid  absence  due  to  ill- 
ness should  be  quite  generous  at  that  stage  of 
the  employment  relation.  At  any  rate,  the  im- 
portant point  is  that,  whatever  shall  be  the  limits 
and  rights,  they  should  be  set  out  in  advance  and 
be  respected  by  both  the  old  and  the  new  doctors. 

Conversely,  fairness  to  the  young  doctor  calls 
for  some  consideration  of  his  salary  if  the  hiring 
doctor  should  become  disabled.  This  may  call 
for  a general  undertaking  to  reevaluate  matters 
in  such  event  or  for  a specifically  agreed  change 
in  compensation.  We  consider  this  to  be  a rea- 
sonable thing  to  provide  if  the  new  doctor  is 
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joining  a solo  practice,  but  we  do  not  usually 
recommend  or  agree  with  it  when  a group  of 
doctors  is  already  involved. 

Restrictive  Covenant 

We  had  not  been  very  enthusiastic  over  the 
years  about  including  an  agreement  not  to  prac- 
tice competitively  in  case  the  new  relationship 
should  not  work  out.  Under  such  a convenant, 
a new  doctor  would  agree  that  he  will  not  practice 
medicine  in  his  employer’s  area  for  a stated  period 
of  time  after  his  employment  relation  might  end. 
In  effect,  the  convenant  attempts  to  assure  the 
hiring  doctor  or  group  that  the  employee  will 
not  leave  and  set  up  his  own  practice,  perhaps 
having  built  up  his  patient  following  and/or  re- 
ferral sources  at  his  employer’s  expense. 

The  traditional  lack  of  interest  in  noncompeti- 
tion promises  came  essentially  from  the  doctors’ 
practice  circumstances.  Practices  were  so  busy 
that  a young  doctor’s  defection  and  entry  into 
practice  would  not  matter.  There  were  plenty 
of  patients  still  to  be  seen,  as  the  law  of  supply 
and  demand  strongly  permitted  all  of  the  doctors 
to  do  well. 

Now,  however,  things  seem  to  be  changing.  An 
existing  practice  cannot  be  as  sure  it  will  continue 
to  grow,  nor  that  it  can  avoid  losing  income  if 
a segment  of  its  patients  should  defect.  On  the 
other  hand,  a young  doctor  cannot  be  so  nearly 
sure  of  being  able  to  start  a practice  on  his  own — 
without  having  somehow  nurtured  some  patients 
or  referrers  before  he  has  started. 

We  thus  are  advising  hiring  doctors  to  more 
forcefully  insist  on  agreement  not  to  compete, 
while  we  are  more  understanding  when  a young 
doctor  shows  us  such  a provision  in  his  proposed 
arrangement.  The  seniors  are  becoming  more 
reluctant  to  “stake  young  doctors  in  practice  at 
their  own  expense”  if  the  new  doctors  do  not 
progress  to  partnership. 

Restrictive  convenants  are  generally  enforce- 
able in  most  states  if  “reasonable”  as  to  the  dist- 
ance and  time  involved.  For  example,  a provision 
recognizing  the  reasons  for  its  inclusion  and  pro- 
hibiting the  same  specialty  practice  within  five 
or  ten  miles  and  for  one  year  after  departure  will 
generally  be  upheld. 


Conclusion 

While  taking  on  a new  physician  is  still  a matter 
primarily  for  doctor-to-doctor  discussion  on  their 
professional  basis,  there  is  much  to  consider. 
Some  of  the  concerns  are  complex  enough  to  re- 
quire more  experienced  legal  and/or  business 
advice,  but  the  doctors  should  stay  in  control  of 
the  situation.  On  the  bottom  line,  the  new  and 
old  doctors  will  have  to  deal  with  each  other  in 
total  trust  and  confidence  for  years.  The  “Dr. 
New”  arrangement  is  just  the  first  installment  of 
that  relationship. 

SAMPLE  FORM  OF  “DR.  NEW  LETTER” 
(for  the  letterhead  of  Drs.  Able  and  Baker) 

Norton  S.  New,  M.D. 

(address) 

Dear  Norton: 

As  we  have  discussed,  this  letter  is  intended 
to  set  out  our  proposal  for  your  employment.  We 
hope  it  will  be  useful  in  making  clear  the  suggested 
details  of  our  relationship.  If  it  meets  with  your 
approval,  we  would  appreciate  your  signing  one 
copy  and  returning  it  to  us  at  your  earliest  con- 
venience. The  details  will,  of  course,  be  reduced 
to  a more  formal  employment  agreement,  if  you 
desire,  and  they  may  have  to  be  so  drafted  by  our 
lawyer  to  meet  our  professional  corporation  re- 
quirements. We  are,  however,  satisfied  to  let  this 
informal  letter  set  forth  our  understanding,  it  will 
certainly  determine  the  terms  of  any  more  formal 
document. 

1.  You  will  be  an  employee  of  our  medical 
practice  corporation  one  year  starting  July  1, 
1981.  While  only  a one-year  relationship  is  de- 
scribed in  this  letter,  we  have  discussed  our  inten- 
tions of  the  future  relationship.  No  assurance 
can  be  made  by  either  of  us  at  this  time,  but  if 
all  circumstances  are  favorable  to  each  of  us  the 
discussed  format  will  become  our  arrangement 
starting  July  1,  1982.  We  propose  to  start  dis- 
cussions on  this  topic  after  December  31,  1981, 
with  a firm  offer  (if  any)  and  decision  to  be  made 
by  April  1,  1982.  In  addition,  either  you  or  we 
may  terminate  this  first  year’s  employment  at  any 
time  within  the  year  on  90  days’  notice  to  the 
other. 
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2.  As  an  employee,  you  will  be  involved  full 
time  in  our  practice  of  medicine,  and  you  will  not 
take  any  outside  employment  during  this  period. 

3.  We  propose  a salary  of  $40,000,  which  is 
$3,333.33  per  month  for  your  year’s  employment. 
In  addition,  to  the  extent  of  our  practice’s  “net  in- 
come” (meaning  the  sum  of  salaries,  bonuses, 
retained  income  and  retirement  contributions  to 
or  for  us  two  shareholders)  exceeds  $190,000 
during  the  12  months  of  your  employment,  you 
will  be  entitled  to  extra  “incentive  compensation” 
of  one-third  of  the  excess.  We  are  happy  to  share 
with  you  any  such  income  above  what  we  antici- 
pate to  be  our  “break-even  point”  on  your  in- 
volvement. 

4.  Our  practice  will  also  pay  the  cost  of  your 
professional  liability  insurance  and  your  pro- 
fessional society  dues  and  hospital  staff  fees.  In 
addition,  we  will  pay  you  $200  per  month  for 
business  use  of  your  automobile  and  we  will  pay 
or  reimburse  you  for  professional  education  and 
travel  expenses  up  to  $500.  However,  other 
practice-related  expenses  such  as  additional  edu- 
cational, automobile,  entertainment,  etc.,  costs 
will  have  to  be  paid  out  of  your  earnings  during 
this  first  year.  We  estimate  the  cost  of  these 
items  provided  by  us  to  be  some  $3,500  during 
your  year. 

5.  Because  we  practice  as  a professional  cor- 
poration, you  will  also  be  entitled  to  certain  fringe 
benefits.  These  include  our  payment  of  Blue 
Cross/Blue  Shield  and  major  medical  insurance 
for  you  and  your  family,  group  term  life  insurance 
protection  of  at  least  $50,000,  and  disability  in- 
surance coverage  of  at  least  $1,500  per  month 
after  a 90-day  waiting  period.  You  have  also 
stated  your  preference  not  to  be  covered  by  our 
pension  and  profit  sharing  plans  in  the  first  year, 
and  if  necessary  you  thus  agree  to  sign  a form  so 
stating  your  waiver.  We  estimate  that  the  pack- 
age of  fringe  benefits  for  you  will  total  about 
$2,000  during  your  year. 

6.  You  will  be  entitled  to  two  weeks  paid  vaca- 
tion during  the  first  year  and  to  one  additional 
week  of  absence  for  educational,  and/or  profes- 
sional society  meetings.  Arrangements  for  all  ab- 
sences must,  of  course,  be  made  to  assure  that  our 
practice  is  properly  covered.  Any  unused  absences 


cannot  be  carried  over  to  succeeding  years,  nor 
will  they  be  paid  for. 

7.  In  case  of  absence  due  to  illness  or  injury, 
your  basic  salary  will  continue  for  a period  not 
exceeding  30  days  plus  any  unused  vacation  time. 
Absence  in  excess  of  that  would  be  without  pay. 

8.  It  is  also  an  expressed  condition  of  this  agree- 
ment that  if  your  employment  terminates  anytime 
during  the  year  in  question  or  thereafter  you  will 
not  enter  into  the  practice  of  medicine  in  any 
manner  or  capacity  within  ten  miles  of  our  prac- 
tice’s office  for  at  least  one  year.  Having  developed 
a large  and  reliable  referring  physician  relation- 
ship and  intending  to  inject  you  completely  into 
those  relations,  the  loss  of  which  would  very  seri- 
ously injure  our  continuing  practice,  this  require- 
ment is  extremely  important.  You  expressly  agree 
that  this  restrictive  covenant  will  continue  so  long 
as  you  are  employed  by  our  corporation,  even  if 
after  this  letter  agreement  has  terminated,  and 
that  we  are  empowered  to  enforce  it  by  obtaining 
an  injunction  in  a court  of  law  or  equity. 

We  hope  this  proposal  meets  with  your  ap- 
proval, and  we  look  forward  to  our  working  to- 
gether starting  July  1,  1981.  If  you  agree  to  these 
terms  and  agree  that  they  will  be  legally  binding 
upon  you  and  us,  please  sign  one  copy  of  this 
letter  and  return  it  to  us.  We  will  each  then  have 
a copy  signed  by  the  other,  evidencing  our  agree- 
ment. 

As  mentioned,  if  you  want  to  discuss  any  parts 
of  this  proposal  further,  please  give  either  of  us 
a call  at  your  earliest  convenience. 

Sincerely, 


Allen  B.  Able,  M.D. 


Bertram  D.  Baker,  M.D. 

Agreed  and  accepted  this 

day  of , 19. . . . 


Norton  S.  New,  M.D. 
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every  four  hours  as  ? 


awareness. 


Acute  pain 

is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pain 

Empirin®  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 
phosphate,  30  mg,  (Warning  — may  be  habit-forming),  vi# 

For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 

The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 


For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths:  Mo.  2 - 15  mg,  No.  3 — 30  mg,  and  No.  4 — 60  mg.  (Warning  — may  be  habit-forming.) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine. 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused.  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act. 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced. 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries. 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

Special  risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
bilitated,  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic 
ypertrophy  or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders. 

ERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-beadedness,  dizziness, 
elation,  nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nobaftibulataty  patients  and 
me  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
sphoria,  constipation,  and  pruritus. 

most  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
;,  sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin, 
e patients  are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifesled  by 
rash  or  even  an  anaphylactic  reaction.  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  admmistra- 
large  doses. 

E AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  of  the  pain  and  the  response  of  the 
•ft  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  or  in 
tients  who  have  become  tolerant  to  the  analgesic  effect  ot  narcotics.  Empirin  with  f 
for  Empirin  with  Codeine  No.  2 and  No.  3 is  one  or  t 
i with  Codeine  No.  4 is  one  tablet  every  four  hours 
DRUG  INTERACTIONS:  The  CNS  depressant 
of  Empirin  with  Codeine  may  be 
additive  with  that  of  other  CNS  depressants, 
e WARNINGS. 
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Mervyn  Lee  Carey,  M.D.,  a native  of  Wilmington,  graduated  from  the 
Johns  Hopkins  University  School  of  Medicine  in  1954.  He  served  his 
residency  and  internship  at  the  Johns  Hopkins  Hospital,  and  has  prac- 
ticed in  Baltimore.  His  specialty  is  obstetrics/gynecology.  He  and  his 
wife,  Louise,  live  in  Bethany  Beach.  His  hobbies  are  waterfowl  hunt- 
ing and  carving,  surf  fishing,  and  walking  and  observing  the  winter  beach 
and  marsh. 


Estelle  Cooke,  M.D.,  a native  of  Seoul,  Korea,  graduated  from  the 
Georgetown  University  School  of  Medicine  in  1978.  She  served  her 
internship  at  the  United  States  Public  Health  Service  Hospital  in  New 
Orleans.  She  is  in  general  practice  in  Millsboro.  She  enjoys  collecting 
pill  boxes. 


Warren  Luther  Early,  M.D.,  a native  of  Lebanon,  Pennsylvania,  gradu- 
ated from  the  Temple  University  School  of  Medicine  in  1957.  His 
specialties  are  radiology,  nuclear  medicine,  and  diagnostic  ultrasound. 
He  is  board  certified  in  radiology  and  nuclear  medicine.  He  practices 
in  Wilmington.  He  previously  practiced  in  Waldorf,  Maryland.  He 
lives  in  Claymont  with  his  wife,  Dolores.  They  have  two  sons  and  a 
daughter.  Dr.  Early  enjoys  flying,  coin  collecting,  and  piano  playing. 


Dennis  L.  Farr,  M.D.,  graduated  from  the  Michigan  State  University 
College  of  Human  Medicine  in  1976.  He  served  his  internship  and 
residency  at  the  Wilmington  Medical  Center  General  Division.  Dr. 
Farr’s  specialty  is  obstetrics/gynecology  and  infertility,  and  he  practices 
in  Wilmington.  He  and  his  wife,  Georgia  Mae,  and  their  two  sons  live 
in  Hockessin.  He  enjoys  jazz  and  sports. 
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J.  Roy  Fernando,  M.D.,  graduated  from  the  Faculty  of  Medicine,  Uni- 
versity of  Ceylon,  Colombo,  in  1968.  He  served  his  residency  at  the 
Somerset  Hospital,  Somerville,  New  Jersey,  and  residency  at  the  Albert 
Einstein  College  of  Medicine,  Bronx,  New  York.  His  specialty  is 
anesthesiology.  He  practices  in  Wilmington,  and  previously  practiced 
in  New  Jersey.  Dr.  Fernando  is  a member  of  the  American  Society  of 
Regional  Anesthesia,  Society  of  Obstetrical  Anesthesia  and  Perinatology, 
and  the  Delaware  Society  of  Anesthesiologists.  He  and  his  wife  and  son 
live  in  Wilmington.  Dr.  Fernando  enjoys  stamp  collecting. 


John  Leo  Fischetti,  M.D.,  graduated  from  the  State  University  of  New 
York,  Downstate  Medical  Center,  in  1954.  He  served  his  internship 
and  his  residency  in  internal  medicine  and  cardiology  at  The  Brooklyn 
Hospital.  He  is  board  certified  in  internal  medicine.  He  is  the  Asso- 
ciate Director  of  the  Clinical  Research  Department  of  ICI  Americas  in 
Wilmington.  He  is  a Fellow  of  both  the  American  College  of  Physicians 
and  the  American  College  of  Cardiology.  He  and  his  wife,  Linda,  live 
in  Wilmington,  and  they  have  two  children  in  college.  His  hobbies  are 
golf  and  music. 


Susan  L.  Fullemann,  M.D.,  graduated  from  the  Medical  College  of  Ohio 
at  Toledo  in  1977.  She  did  her  internship  and  residency  at  the  Hahne- 
mann Medical  College  and  Hospital  in  Philadelphia.  Her  specialty  is 
family  practice  and  she  is  in  private  group  practice  in  Wilmington.  Her 
special  medical  interests  are  internal  medicine  and  pediatrics.  Dr.  Fulle- 
man  is  married  and  lives  in  Landenberg,  Pennsylvania. 


William  J.  Geimeier,  M.D.,  graduated  from  the  University  of  Kentucky 
Medical  School  in  1972.  He  served  his  internship  at  the  Good  Samari- 
tan Hospital  in  Cincinnati,  Ohio,  and  his  residency  at  the  Michigan 
State  Hospitals  in  Lansing.  He  served  a fellowship  at  the  Thomas 
Jefferson  University.  His  specialty  is  allergy  and  he  is  board  certified 
in  pediatrics  and  allergy.  Dr.  Geimeier  is  a member  of  the  Academy  of 
Allergy  and  Clinical  Immunology.  He  practices  in  Wilmington.  He  is 
married  and  has  one  child.  Dr.  Geimeier’s  hobbies  are  stamp  collecting 
and  woodworking. 
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Christopher  Giles,  M.D.,  graduated  from  the  University  of  Virginia 
School  of  Medicine  in  1975.  He  served  his  internship  and  residency 
at  the  University  of  Kentucky.  He  is  board  certified  in  internal  medicine 
and  he  is  a member  of  the  American  College  of  Physicians.  He  lives 
in  Dover  and  practices  in  Wyoming.  He  is  married  and  has  two  children. 


Donald  S.  Hayes,  M.D.,  a native  of  Tampa,  Florida,  graduated  from  the 
Loyola  University  Stritch  School  of  Medicine  in  1973.  He  served  his 
internship  and  residency  at  the  Wilmington  Medical  Center.  His  specialty 
is  internal  medicine  and  he  is  board  certified.  Dr.  Hayes  lives  and  prac- 
tices in  Wilmington.  He  enjoys  sports,  especially  racquetball  and  volley- 
ball. 


Dinesh  G.  Kotak,  M.D.,  a native  of  Bombay,  India,  graduated  from  the 
Ranchi  University  Medical  School  in  1966.  His  specialty  is  general  sur- 
gery and  he  practices  in  Wilmington.  He  and  his  wife,  Kanchan  Kotak, 
M.D.,  and  children,  Dermi  and  Annandi,  live  in  Wilmington. 


Sang  W.  Lee,  M.D.,  graduated  from  Korea  University  Medical  College 
in  1977.  He  served  his  internship  at  St.  Luke’s  Hospital  in  Bethlehem, 
Pennsylvania,  and  his  residency  at  the  Wilmington  Medical  Center.  His 
specialty  is  family  practice,  and  he  practices  in  Elsmere.  He  lives  in 
Blackwood,  New  Jersey,  with  his  wife  and  two  children.  His  hobbies 
are  architecture  and  golf. 
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Jerry  Berl  Lemler,  M.D.,  graduated  from  the  University  of  Tennessee 
School  of  Medicine  in  1974.  He  served  his  residency  at  the  Erlanger 
Hospital  in  Chattanooga,  Tennessee,  and  practiced  in  Morristown, 
Tennessee.  His  specialty  is  emergency  medicine  and  his  special  interest 
is  psychiatry.  He  lives  in  Wilmington  and  practices  in  Dover.  He  is 
married  and  has  two  children.  His  interests  include  classical  music,  his- 
tory, racquetball,  politics,  and  tennis. 


James  P.  Marvel,  Jr.,  M.D.,  graduated  from  the  Jefferson  Medical  Col- 
lege in  1962.  His  specialty  is  orthopaedic  surgery  and  he  was  board 
certified  in  1970.  His  special  medical  interest  is  traumatic  and  recon- 
structive surgery.  He  lives  in  Rehoboth  Beach  and  practices  in  Lewes. 


Robert  H.  Radnich,  M.D.,  a native  of  Oklahoma  City,  Oklahoma, 
graduated  from  the  Baylor  College  of  Medicine  in  Houston,  Texas,  in 
1968.  He  served  his  internship  at  the  United  States  Naval  Hospital  in 
Portsmouth,  Virginia,  and  his  residency  at  the  United  States  Naval 
Hospital  in  Bethesda,  Maryland.  His  specialty  is  obstetrics/gynecology 
and  he  previously  practiced  in  Westminster,  Colorado,  and  Media,  Penn- 
sylvania. He  lives  and  practices  in  Dover.  He  is  married  and  has  one 
child.  He  enjoys  sailing,  tennis,  and  music. 


Michael  Franklin  Whitworth,  M.D.,  a native  of  Baltimore,  graduated 
from  the  University  of  Maryland  School  of  Medicine,  Baltimore,  in  1968. 
He  served  his  internship  at  the  Orange  County  Medical  Center,  Orange, 
California,  and  his  residency  at  the  University  of  Maryland  Hospital. 
His  specialty  is  urology  and  he  is  board  certified.  Dr.  Whitworth  is  a 
member  of  the  American  Urological  Association  Mid-Altantic  Section. 
He  lives  in  Wilmington.  He  and  his  wife,  Sara  Elizabeth,  and  two 
children  live  in  Wilmington.  His  hobbies  are  golf  and  tennis. 
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The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others.  Phy- 
sicians interested  in  contributing  book  reviews  are  invited  to  call  the  Journal, 
658-395 7. 


CLINICAL  BIOSTATISTICS  by  Alvan  R.  Feinstein, 
M.D.,  C.  V.  Mosby  Co.,  St.  Louis,  1977.  468  pp. 
Price  $1  3.50. 

This  is  not  a textbook  on  statistics  as  such; 
rather  it  is  a collection  of  Dr.  Feinstein’s  essays 
previously  published  in  Clinical  Pharmacology 
and  Therapeutics  over  a six-year  period.  The 
essays  have  been  rearranged  as  chapters  and  the 
sequence  has  been  changed  to  make  the  pattern 
more  logical.  According  to  the  author,  the 
book  is  intended  for  people  who  have  already 
developed  an  interest  in  biostatistics  and  have  a 
“rudimentary”  knowledge  of  statistical  processes; 
but  even  if  you  have  forgotten  all  you  ever  knew 
about  statistics  but  enjoy  a provocative,  well- 
written  book,  there  is  much  to  savour  here.  Dr. 
Feinstein  is  an  iconoclast,  and  I suspect  he  enjoys 
the  accusation  of  being  “antistatistical,”  yet  there 
is  a tremendous  amount  of  useful  information 
in  his  book  which  is  not  found  in  the  standard 
texts  on  statistics. 

I highly  recommend  Clinical  Biostatistics  to 
anyone  who  wants  his  statistics  demythologized. 

P.  John  Pegg,  M.D. 

% % % 

CLINICAL  CHEMISTRY  IN  DIAGNOSIS  AND  TREAT- 
MENT by  Joan  F.  Zilva,  M.D.,  BSc,  FRCPath,  DCC, 
and  P.  R.  Pannall,  MB,  BCh,  FFPath,  MRCPath,  Year 
Book  Medical  Publishers,  Chicago,  1979.  429  pp. 
Ulus.  Price  $22.95. 

I was  introduced  to  this  excellent,  concise,  and 
well-written  book  on  clinical  chemistry  in  1972 
when  I started  my  residency  training  in  clinical 
pathology.  Ever  since,  I have  enjoyed  consulting 
it  for  “Boards”  as  well  as  for  real  life  laboratory 
medicine. 
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This  new  edition  retains  the  basic  format  al- 
though it  is  almost  completely  revised.  Since 
the  book  is  intended  for  medical  “trainees,” 
statements  are  as  definite  as  they  can  be,  and 
biased  statements  are  rarely  seen.  Appendices 
at  the  end  of  each  chapter  help  clarify  the  topics 
even  more. 

The  book  has  two  excellent  chapters  at  the  end 
which  I believe  are  of  greatest  importance  in  these 
days  of  cost  containment.  I can  only  wish  that 
comments  in  these  two  chapters  will  be  read  and 
followed  by  those  concerned. 

Medical  students,  Ph.D.  chemists,  clinical  path- 
ology residents  and  staff,  and  practically  anyone 
dealing  in  one  way  or  another  with  the  laboratory 
will  enjoy  consulting  this  excellent  book. 

G.  Pezeshkpour,  M.D. 
% % £ 

» 

1979  YEAR  BOOK  OF  DIAGNOSTIC  RADIOLOGY 
edited  by  Walter  M.  Whitehouse,  M.D.,  Year  Book 
Medical  Publishers,  Chicago,  1979.  448  pp.  Illus. 
Price  $29.95. 

1980  YEAR  BOOK  OF  DIAGNOSTIC  RADIOLOGY 

edited  by  Walter  M.  Whitehouse,  M.D.,  Year  Book 
Medical  Publishers,  Chicago,  1980.  444  pp.  Illus. 
Price  $33.95. 

The  volumes  consist  of  a moderately  large 
collection  of  abstracts  of  recent  articles  selected 
predominately  from  the  world  radiologic  litera- 
ture, together  with  relevant  radiographs.  There 
are  nine  chapters,  including  technical  develop- 
ments, angiography  and  neuroradiology,  ultra- 
sound, bones  and  joints,  chest,  pediatrics,  UG 
and  GI  tracts.  The  radiographs  are  of  generally 
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excellent  quality.  The  abstracts  are  succinct  and 
readable  and  the  editorial  comments  frequently 
present  at  the  end  of  an  abstract  are  informative. 

There  continues  to  be  somewhat  less  than  the 
expected  amount  of  space  devoted  to  non-cranial 
CT.  Indeed  it  seems  to  me  that  a separate  chap- 
ter might  well  be  devoted  to  this  area.  There  is 
also  a paucity  of  material  relating  to  some  of  the 
newer  interventional  techniques.  However,  this 
is  probably  due  to  the  relatively  small  experience 
with  these  procedures  in  most  centers. 

I consider  these  yearbooks  generally  excellent 
reviews  of  the  highlights  of  the  recent  literature 
of  radiologic  interest  and  recommend  them  to 
radiologists,  radiology  residents,  and  non-radio- 
logic specialists  who  desire  a concise  review  of 
recent  radiology  relevant  to  their  specialty. 

John  S.  Wills,  M.D. 


1980  YEAR  BOOK  OF  FAMILY  PRACTICE  edited  by 
Robert  E.  Rakel,  M.D.,  Year  Book  Medical  Publish- 
ers, Inc.,  Chicago,  1980.  453  pp.  Illus.  Price 
$32.95. 

Keeping  up-to-date  with  the  latest  medical  liter- 
ature is  a difficult  task  in  my  medical  specialty; 
the  breadth  of  family  practice  makes  this  an  even 
more  formidable  undertaking.  The  1980  Year 
Book  of  Family  Practice,  like  its  annual  predeces- 
sors, is  a very  useful  tool  to  help  a busy  practiti- 
tioner  remain  in  the  mainstream  of  current  medi- 
cal theory  and  practice. 

The  editors  have  reviewed  400  significant  ar- 
ticles from  100  leading  journals  in  every  major 
subspecialty.  Both  original  studies  and  review 
articles  are  condensed  into  capsule  form,  leaving 
the  reader  with  enough  data  and  discussion  to  ap- 
preciate the  major  thrust  of  each  article  reviewed. 
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Critical  editorial  commentary  examines  their  con- 
clusions and  their  impact  and  is  provided  follow- 
ing most  of  the  reviewed  articles. 

The  book,  which  is  well  indexed  and  well  refer- 
enced, would  be  particularly  useful  for  family 
practice  residents  preparing  to  take  the  specialty 
board  exam  and  for  practitioners  facing  recertifi- 
cation examinations.  At  first  glance,  the  price 
seems  high,  but  in  fact  it  is  less  than  a year’s  sub- 
scription to  most  journals.  I know  of  no  better 
comprehensive  review  of  current  medical  litera- 
ture relevant  to  family  practice. 

Lawrence  M.  Markman,  M.D. 

Dr.  Markman  is  a third-year  resident  in  the  Department  of 
Family  Practice  at  the  Wilmington  Medical  Center 

% % % 

PRACTICAL  CLINICAL  NEUROLOGY  by  J.  K.  Wolf, 

M.D.,  Medical  Examination  Publishing  Company, 
Garden  City,  New  York,  1980.  400  pp.  Illus.  Price 
$13.75. 
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This  is  an  extremely  lucid,  well-written,  and 
concise  book  on  neurology,  which  can  be  of  use 
to  medical  students,  foreign  medical  graduates 
preparing  for  qualification  exams,  emergency 
room  physicians,  general  and  family  practitioners, 
and  junior  neurology  residents.  The  book  starts 
with  the  “Diagnostic  Interview”  and  proceeds  to 
more  complicated  topics  with  many  brief  rule-of- 
thumb  remarks  which  apply  only  to  neurology. 
Pictures,  although  not  quite  enough,  are  well 
drawn  and  lucid.  The  chapters  on  seizure  dis- 
orders and  evaluation  of  the  comatose  patient 
are  very  well  explained.  I wish  there  were  some 
more  discussions  on  special  neurological  labora- 
tory diagnostic  examinations  and  a little  more 
discussion  on  neuropathological  basis  of  disease. 

G.  Pezeshkpour,  M.D. 
% % % 

EXPLORERS  OF  THE  BODY  by  Steven  Lehrer,  Dou- 
bleday and  Company,  New  York,  1979.  463  pp. 
Price  $12.95. 

“Now  a surgeon  should  be  youthful,  or  at  any 
rate,  nearer  youth  in  age;  with  a strong  and  steady 
hand  which  never  trembles,  and  ready  to  use  the 
left  hand  as  well  as  the  right;  with  vision  sharp 
and  clear,  and  spirit  undaunted;  filled  with  pity, 
so  that  he  wishes  to  cure  his  patient,  yet  is  not 
moved  by  his  cries,  to  go  too  fast,  or  cut  less  than 
is  necessary;  but  he  does  everything  just  as  if  the 
cries  of  pain  cause  him  no  emotion.” 

The  section  entitled  “The  Painful  Knife”  begins 
with  this  astoundingly  apt  quotation  from  Celsus, 
First  Century  Roman. 

This  vividly  written,  fact-filled  book  is  an  en- 
tirely readable  medical  history  of  sorts.  The  text 
makes  up  by  its  excitement  and  clarity  what  it 
lacks  in  comprehensiveness,  limiting  itself  to  dra- 
matic breakthroughs  in  medicine  from  ancient 
times  to  modern  science.  And  it’s  so  chatty: 
Cushing,  when  he  first  arrived  in  Baltimore,  was 
depressed  by  the  row  houses  which  he  described 
as  “alike  as  streptococci.” 

The  author,  a radiologist,  has  prepared  a book 
which  can  be  enjoyed  by  many.  It  is  an  eminently 
enjoyable  review  for  those  who  have  read  the 
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UNDERSEA  MEDICINE — 

It’s  Not  Your  Everyday  Practice 

Undersea  Medicine  is  one  of  the  unique 
medical  specialties  the  Navy  offers.  With  its 
increased  emphasis  on  underwater  explora- 
tion and  a growing  nuclear  submarine  fleet, 
the  Navy  needs  physicians  to  deal  with  phy- 
siological and  psychological  problems  Navy 
men  face  in  an  underwater  environment. 
CONSIDER  THE  POSSIBILITIES 

Your  experience  and  special  Navy  training 
could  qualify  you  for  Undersea  Medicine  or 
other  rewarding  specialties.  Medical  officers 
and  fllight  surgeons  are  needed. 

CONSIDER  THE  BENEFITS 

The  starting  salary  is  at  least  $34,000  per 
year.  You’ll  also  receive  30  days'  paid  vaca- 
tion, total  medical  care,  malpractice  cover- 
age, great  retirement  benefits  and  family 
privileges  attendant  upon  being  a commis- 
sioned officer. 

CONSIDER  THE  OPPORTUNITY 

The  Navy’s  a great  place  to  specialize. 
You’ll  work  with  the  best  equipment,  associ- 
ate with  other  highly  motivated  Navy  doctors, 
and  have  the  help  of  a highly  trained  staff 
to  handle  most  of  your  paperwork. 

You  owe  it  to  yourself  to  get  all  the  facts. 
If  you're  a graduate  of  an  American  medical 
school,  send  a resume  to  Robert  S.  Peiser,  Jr., 
Lt.,  Medical  Service  Corps,  U.S.  Navy,  Navy 
Recruiting  District,  Washington,  Presidential 
Bldg.,  Suite  301,  6525  Belcrest  Rd.,  Hyatts- 
ville,  Maryland  20782. 


history  reviewed,  once  or  twice,  a long  time  ago. 
It  will  be  read  as  adventure  by  those  such  as  high 
school  or  college  students  who  are  just  becoming 
excited  about  medicine’s  past. 

Bernadine  Z.  Paulshock,  M.D. 
% 


THE  WHOLE  INTERNIST  CATALOG  by  Arlan  J. 
Gottlieb,  M.D.,  Kenneth  W.  ZamkofF,  M.D.,  Ken- 
neth J.  Imboden,  M.D.,  W.  B.  Saunders  Company, 
Philadelphia,  1980.  589  pp.  Illus.  Price  $19.50. 

This  is  a fascinating  book  which  educates  and 
provides  insight  into  the  clinical  approach  in  a 
humorous  way.  The  material  presented  is  highly 
beneficial  in  differential  diagnosis.  Tables  are 


clear  and  only  main  references  are  listed  so  that 
the  reader  can  go  directly  to  the  key  source.  This 
book  is  more  like  a mini  encyclopedia  of  medicine 
than  a catalog.  Meaningful  proverbs  scattered 
here  and  there  add  to  reading  enjoyment. 

Information  on  admission  to  the  hospital,  writ- 
ing the  admitting  orders,  the  contents  of  the  doc- 
tor’s bag,  the  prescription  checklist,  terminating 
the  physician-patient  relationship,  the  patient’s 
bill  of  rights,  prophylaxis  of  malpractice  etc.,  are 
not  usually  found  in  medical  textbooks,  yet  they 
are  important  in  everyday  practice.  The  chapter 
on  nutrition  is  much  needed  for  physicians  and 
covers  the  nutritional  values  of  even  “junk”  foods. 
In  a nutshell,  it  is  a useful  and  enjoyable  book 
for  quick  reference. 

Bala  V.  Manyam,  M.D. 

Dr.  Manyam  is  a Professor  in  the  Department  of  Neurology 
at  the  Thomas  Jefferson  University  and  a neurologist  at  the  Vet- 
erans Administration  Center  in  Wilmington. 

««  % 

SYSTEMATIC  ENDOCRINOLOGY,  2nd  Edition,  by 
Calvin  Ezrin,  M.D.,  John  O.  Godden,  M.D.,  and 
Robert  Volpe,  M.D.,  Harper  & Row,  Hagerstown, 
Maryland,  1979.  588  pp.  Illus.  Price  $37.50. 

The  contributors  to  this  text  are  in  the  main 
Canadian.  This  is  the  revised  second  edition  of 
their  book,  which  they  intend  mostly  for  non- 
specialists such  as  medical  students  and  general 
physicians.  Their  text  contains  some  things  which 
are  often  hard  to  come  by:  a chart  comparing  the 
relative  doses  of  several  estrogen  preparations,  for 
example.  Another  chart  supports  a long-time 
contention  of  mine:  the  condom  is  no  less  effica- 
cious than  the  diaphragm  for  contraception. 

The  discussion  of  hirsutism  is  inadequate. 

One  little  amusement:  a table  which  lists  the 
causes  of  abnormal  uterine  bleeding  (cycles  less 
than  21,  longer  than  35  days)  developed  in  1837 
by  “the  well-known  gynecologist,  De  Wees” — 
perhaps  a relative  of  the  late  Wilmington  phy- 
sician? 

Women  most  susceptible  to  menorrhagia,  Dr. 
De  Wees  said,  are  those: 

1.  Who  live  indolently  and  indulge  in  stimuli 
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2.  Who  use  little  or  no  exercise 

3.  Who  keep  late  hours 

4.  Who  dance  inordinately 

5.  Who  are  intemperate 

6.  Who  have  borne  many  children 

7.  Who  have  been  subject  to  febrile  infections 

8.  Who  have  much  leukorrhea 

9.  Who  are  too  prodigal  in  the  joys  of  wedlock 

10.  Who  are  advancing  towards  the  nonmenstrual 
period 

1 1 . Who  yield  too  readily  to  passions  or  emotions 

This  is  a more  simply  written  text  than  many 
I have  seen  and  should  be  a satisfactory  reference 
book  for  most  clinicians. 

HALL  JACKSON  AND  THE  PURPLE  FOXGLOVE 
Medical  Practice  and  Research  in  Revolutionary 
America  1760-1820  by  J.  Worth  Estes,  The  Uni- 
versity Press  of  New  England,  Hanover,  New 
Hampshire,  1980.  291  pp.  Price  $15.00. 

Dr.  Withering  sent  Jackson  some  of  Withering’s 


personal  supply  of  digitalis,  but  this  book  is  not 
just  about  the  importation  of  digitalis  into  the 
colonies;  Dr.  Hall  Jackson  was  a physician  with 
the  Continental  Army  and  his  story  is  a revela- 
tion of  medical  practice  in  revolutionary  America. 

This  book  is  meticulously  referenced  and  ob- 
viously a labor  of  love.  Dr.  Estes  is  with  the 
Boston  University  School  of  Medicine. 

INTERNATIONAL  CLASSIFICATION  OF  HEALTH 
PROBLEMS  IN  PRIMARY  CARE,  2nd  Edition,  Oxford 
University  Press,  1979. 

ICD,  the  International  Classification  of  Dis- 
eases, the  coding  system  used  by  most  hospitals 
for  inpatient  diagnosis,  is  often  inadequate  as  a 
code  for  outpatients’  problems.  The  recognition 
of  this  deficit  led  to  the  development  and  refine- 
ment of  ICHPPC-2,  pronounced  ick-pick,  mean- 
ing International  Classification  of  Health  Prob- 
lems in  Primary  Care. 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patients. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  1 9801 
(302)  654-9976 


Caution:  Federal  Law  (U  S A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,  laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH1-”  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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BOX  3605  § 

GREENVILLE,  DELAWARE  19807  ( 

Phone:  (302)  656-4742  I 

Cable:  Stardia 
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Ick-pick  is  the  culmination  of  almost  a decade 
of  effort  by  hardworking  members  of  the  World 
Organization  of  National  Colleges,  Academies,  and 
Academic  Associations  of  General  Practice/Fam- 
ily Medicine,  a real  mouthful  usually  abbreviated 
to  WONCA. 

Physicians  who  have  toyed  with  the  idea  of 
keeping  track  by  some  sort  of  a diagnostic  code 
of  the  problems  which  they  see  in  their  office 
practices  should  obtain  a copy  of  this  reasonably 
priced  book.  It  presents  a diagnostic  schema 
which  includes  the  kind  of  problems  seen  in  an 
office  practice. 

A condensed  list  presented  as  an  appendix  is 
designed  for  those  who  machine-process  their 
diagnoses  and  represents  an  even  more  terse  ver- 
sion of  ick-pick.  This  abbreviated  list  of  social 
and  marital  and  family  problems  is  reproduced 
as  Table  1 . 

There  are  even  entries  for  those  administrative 
procedures  which  most  of  us  would  regretfully 
admit  occupy  an  increasingly  significant  percent- 
age of  office  time  and  need  to  be  listed  and  figured 
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into  the  cost-accounting  of  our  duties.  These  in- 
clude letters,  forms,  prescriptions  without  exam, 
and  referral  without  examination  or  interview. 

One  of  the  most  realistic  and  therefore  the  most 
valuable  sections,  entitled  “Signs,  Symptoms,  and 
Ill-defined  Conditions,”  includes  several  com- 
plaints frequent  in  office  practice  (such  as  flatu- 
lence, bloating,  and  eructation)  but  not  suscep- 
tible of  definitive  diagnosis  except  in  the  very 
rare  person.  The  list  thus  is  a very  much  more 
realistic  tabulation  of  the  kinds  of  problems  that 
most  doctors  see  in  their  offices  but  that  have  been 
ignored  in  previous  diagnostic  schemes. 

For  practitioners  who  see  conditions  from  ab- 
domen acute  (7890)  through  zoster  (053- ),  this 
book  should  fill  many  needs. 

TABLE  1 

SOCIAL,  MARITAL,  FAMILY  PROBLEMS 

Economic  Problem 
Housing  Problem 
Medical  Care  Problem 
Marital  Problem 
Parent  & Child  Problem 
Aged  Parent  or  Inlaw  Problem 
Family  Disruption  W/WO  Divorce 
Other  Family  Problems 
Educational  Problem 
Pregnancy  Out  of  Wedlock 
Social  Maladjustment 
Occupational  Problem 
Phase-of-Life  Problem  Nec 
Legal  Problem 
Other  Social  Problem 

ESSAYS  IN  MEDICAL  SOCIOLOGY  Journeys  into 
the  Field  by  Renee  C.  Fox,  John  Wiley  & Sons,  Inc., 
Somerset,  New  Jersey,  1979.  548  pp.  Price  $19.95. 

An  excerpt  from  the  Table  of  Contents  of  this 
book  speaks  for  itself: 

The  Autopsy:  Its  Place  in  the  Attitude-Learn- 
ing of  Second-Year  Medical  Students;  Is  there  a 
new  Medical  Student?:  A Comparative  View  of 
Medical  Socialization  in  the  1950s  and  1970s; 
Organ  Transplantation:  Sociocultural  Aspects; 
The  Medical  Profession’s  Changing  Outlook  on 
Hemodialysis  (1950-1976). 
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Dr.  Fox  is  professor  of  sociology  at  the  Uni- 
versity of  Pennsylvania  (Hail,  Alma  Mater).  It 
is  always  fascinating  to  me  how  many  profession- 
als are,  by  livelihood,  watchers  of  the  educational 
and  occupational  processes  of  physicians. 

Is  there  such  scrutiny  of  any  other  profession, 
business  or  art? 

PSYCHOLOGICAL  ASSESSMENT  IN  MEDICINE  by 
Samuel  E.  Krug,  Institute  for  Personality  and  Ability 
Testing,  Illinois,  1977.  206  pp. 

This  is  an  incomplete  discussion  of  the  subject 
since  it  primarily  deals  with  one  or  two  tests  which 
are  the  favorites  of  the  author.  The  editor  of  the 
book  is  also  Director  of  the  Institute  for  Person- 
ality and  Ability  Testing,  the  publisher.  Never- 
theless, the  discussions  give  a good  feeling  for  the 
viewpoint  of  those  who  believe  this  kind  of  testing 
is  valuable  for  clinicians  but  under-used. 

PHILOSOPHY  AND  MEDICINE,  Clinical  Judgment: 
A Critical  Appraisal,  Vol.  6,  edited  by  H.  Tristram 
Engelhardt,  Jr.,  M.D.,  Stuart  F.  Spicker  and  Bernard 
Towers,  D.  Reidel  Publishing  Company,  Hingam, 
Massachusetts,  1979,  278  pp.  Price  $29.50. 

I lack  Dr.  Engelhardt’s  convictions,  “By  mak- 
ing the  structure  of  medical  reasoning  more  ap- 
parent to  its  users  philosophers  can  show  practi- 
tioners how  better  to  master  clinical  judgment  and 
how  to  better  focus  it  towards  the  goods  and 
values  medicine  wishes  to  pursue.  Becoming 
clearer  about  the  process  of  knowing  can  in  short 
teach  us  how  to  know  better  and  how  to  learn 
more  efficiently.” 

Nevertheless,  this  book,  the  proceedings  of  the 


Fifth  Transdisciplinary  Symposium  of  Philosophy 
and  Medicine,  is  interesting,  if  somewhat  difficult, 
reading.  At  least  Dr.  Engelhardt  is  a physician 
who  has  presumably  himself  wrestled  with  the 
various  subleties  of  patient  care. 

Bernadine  Z.  Paulshock,  M.D. 

INTERVIEWING  & PATIENT  CARE  by  Allen  J.  Ene- 

low,  M.D.  and  Scott  N.  Swisher,  M.D.,  Oxford  Uni- 
versity Press,  New  York,  1979.  255  pp.  Price 
$12.95  hardback,  $5.95  paperback. 

Everyone  engages  in  interviewing.  It  is  an 
essential  form  of  communication  for  all  aspects 
of  social  interaction.  In  medicine,  interviewing 
is  of  paramount  importance  in  establishing  an 
effective  relationship  between  doctor  and  patient. 
Drs.  Enelow  and  Swisher  have  produced  a well- 
written  text  describing  the  medical  interview  and 
its  applications  to  patient  care.  Many  of  their 
suggestions  on  interviewing  techniques  and  clinical 
interpretations  will  be  most  informative  to  the 
younger  physician-in-training,  who  is  less  biased 
and  set  in  his  ways.  However,  many  older  phy- 
sicians might  benefit  from  a new  viewpoint,  es- 
pecially concerning  the  section  on  The  Problem 
Oriented  Medical  Record. 

The  psychological  factors  operating  between 
patient  and  physician  are  critically  analyzed. 
Much  attention  is  paid  to  unspoken  communica- 
tions. The  authors  focus  in  on  the  process  of 
overcoming  the  psychological  barriers  that  exist 
between  the  physician  and  patient.  A variety  of 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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approaches  are  presented  that  encourage  open 
communication  to  facilitate  successful  care  and 
management  of  the  patient.  There  are  special 
sections  devoted  to  the  unique  qualities  of  inter- 
views with  children,  their  parents,  adolescents, 
families,  dental  patients,  disturbed  patients  and 
terminally  ill  patients.  There  is  also  a chapter 
discussing  the  responses  of  the  patient  to  the  doc- 
tor. Silent,  seductive,  angry  and  paranoid  pa- 
tients are  discussed  with  suggestions  on  properly 
interviewing  and  performing  physical  examina- 
tions in  such  situations. 

The  problem  oriented  medical  record  is  ex- 
plained in  some  detail.  This  new  method  for 
organizing  and  expediting  the  morass  of  informa- 
tion obtained  about  a patient  is  outlined  and  com- 
pared to  the  conventional  medical  record.  Both 
types  of  records  are  presented  for  one  patient  to 
show  the  benefits  of  the  problem  oriented  ap- 
proach. 

I found  this  book  to  be  quite  helpful  as  a guide 


to  better  interviewing  techniques  and  patient  man- 
agement. Many  examples  of  clinical  interviews 
were  presented  to  demonstrate  various  problems 
encountered  in  interviewing  and  solutions  for  re- 
solving them.  It  has  helped  me  to  more  effec- 
tively communicate  with  my  patients  and  facilitate 
the  process  of  diagnosis  and  treatment;  I am  now 
more  aware  of  the  patient  as  an  active  member  of 
the  interview. 

Allen  J.  Cohen 

Mr.  Cohen  is  a third-year  medical  student  at  Jefferson  Medical 
College. 

% % 

OPERATIVE  SURGERY:  PRINCIPLES  AND  TECH- 
NIQUES, 2nd  Ed.,  edited  and  with  contributions 
by  Paul  F.  Nora,  M.D.,  Ph.D.,  Lea  & Fabiger,  Phila- 
delphia, 1980.  Price  $96.00. 

Both  the  experienced  surgeon  and  the  surgical 
resident  will  find  this  new  edition  of  Operative 
Surgery:  Principles  and  Techniques , a rewarding 


WIDE  RANGE  POCKET  ^ RADIOS  PAGING  SERVICE 

POPULARLY  KNOWN  TODAY  AS  THE  “BEEPER”  SERVICE 


ALLENTOWN 


READING 

k MALVERN 
LANCASTER 


/ 


WILMINGTON 

i • % 


LAKEWOOD 
PHILADELPHIA  k 
MANAHAWKIN 


HAMM0NT0N 


[Mnl  i BRIDGETON 
U™1'  A\  \ ATLANTIC  CITY 


WILDWOOD 


LOCAL  & LONG  RANGE  BEEPER  SERVICE. 
Signal  is  transmitted  over  the  entire 
16-station  network  simultaneously. 


SUBSCRIBERS  CAN  NOW  BE  REACHED  IN 
A 4-STATE  AREA  COVERING  75-100  MILES. 
INCLUDES  SOUTH  JERSEY  SHORE  POINTS. 

ADDITIONAL  NEW  RBC  SERVICES 

Voice  Message  Retrieval  Service. 

Messages  stored  for  20  minutes.  No 
more  over  the  air  garbled  messages. 

NEW  2 WAY  S.  M.  R.  RADIO  SERVICE 

New  20  Line  2 Way  Mobile  Radio  Service. 

Operation  similar  to  the  Multi-Button 
business  telephone  — calls  are  auto- 
matically transferred  from  line  to  line  to 
avoid  busy  situations. 


CALL  FOR  A FREE  2 FOOT 
MAP  & DEMONSTRATION 


215-879-0900 

609-964-7660 

302-656-2774 


CAR  TELEPHONE  SERVICE. 
UHF  & VHF  car  phone  numbers 
available.  Call  for  information. 


i 

l; 


RADIO  BROADCASTING  CO..  3600  Conshohocken  Ave..  Phila.,  Pa.  19131 
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text  and  surgical  atlas.  Much  of  the  first  edition 
has  been  rewritten  and  many  new  illustrations 
added.  Chapters  such  as  those  on  hernia,  vascu- 
lar surgery,  and  fluid  dynamics  are  well-founded 
in  basic  principles,  and  also  enjoyable  reading 
for  fairly  up-to-date  material.  The  abundance 
of  illustrations  provides  detailed,  step-by-step  ex- 
planations of  most  standard  general  surgical  tech- 
niques which  supplemented  by  the  written  text 
will  provide  the  surgical  house-officer  a good 
repertoire  from  which  he  can  learn. 

Several  chapters,  such  as  those  dealing  with 
shock  and  radical  mastectomy,  have  references  no 
more  recent  than  five  to  seven  years  old,  making 
portions  of  the  text  outdated  when  it  went  to 
press.  This  is  unfortunate  for  those  expecting 
more  up-to-date  information,  but  the  text  is  well- 
founded  in  principles  and  thus  still  provides  the 
reader  with  various  alternatives  in  the  therapy 
of  the  problems  addressed. 

The  range  of  authors  includes  many  renowned 
and  widely  published  surgeons  such  as  Blake 
Cady,  John  Cameron,  Basil  Pruitt,  and  Lloyd 
Nyhus. 

This  edition  of  Operative  Surgery  is  recom- 
mended as  a compendium  of  general  surgery  to 
which  the  surgical  resident  should  often  turn  and 
the  more  experienced  surgeon  may  wish  to  refer. 
Its  readers  will  find  it  both  enjoyable  to  read  and 
sound  with  regard  to  time-proven  dicta. 

The  price  of  this  second  edition  is  high,  and  for 
this  reason,  I suspect  most  readers  will  probably 
use  it  as  a reference  in  their  medical  libraries 
rather  than  in  their  own. 

Glenn  E.  Graybeal,  M.D. 

Dr.  Graybeal  is  a third-year  surgical  resident  at  Wilmington 
Medical  Center. 

K % % 

ANESTHESIA  AND  NEUROSURGERY  by  James  E. 
Cottrell  and  Herman  Turndorf,  C.  V.  Mosby  Co., 
St.  Louis,  Missouri,  1980.  Price  $47.50. 

This  is  a multi-authored  text  written  by  a num- 
ber of  prominent  individuals  in  the  neuroscience 
discipline.  The  book  is  fairly  well  organized, 
with  the  initial  three  chapters  presenting  the  topics 


of  cerebral  blood  flow,  oxygen  consumption,  and 
the  mechanisms  of  cerebrospinal  fluid  regulation. 

Chapter  4 deals  with  intracranial  pressure 
monitoring  and  presents  both  the  theoretical  back- 
ground and  the  research  supporting  today’s  think- 
ing in  this  area.  The  following  chapter  then 
describes  some  of  the  tools  currently  available 
to  control  intracranial  pressure. 

Chapters  6 and  7,  both  rather  superficial, 
merely  present  some  of  the  techniques  available 
for  neuro-radiological  diagnosis  and  some  of  the 
considerations  for  giving  anesthesia  for  these  pro- 
cedures. Two  additional  chapters  deal  with  anes- 
thesia for  supratentorial  and  posterior  fossa  pro- 
cedures. 

The  remainder  of  the  book  is  devoted  to  a 
variety  of  topics,  including  the  management  and 
sequelae  of  head  injuries,  altered  states  of  con- 
sciousness, neurological  intensive  care,  and  brain 
death.  The  current  thinking  about  barbiturate 
coma  is  also  discussed,  as  is  the  use  of  induced 
hypotension. 
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Overall,  the  book  does  read  well.  There  is  a 
wealth  of  information  contained  here,  and  the 
book  should  be  a useful  reference  for  all  who  are 
involved  in  the  care  of  neurosurgical  patients. 

Richard  N.  Hindin,  M.D. 
tf?  & & 

CURRENT  MEDICAL  DIAGNOSIS  AND  TREATMENT 
1980  by  Marcus  A.  Krupp,  M.D.,  and  Milton  J. 
Chafton,  M.D.,  Lange  Medical  Publications,  Los  Al- 
tos, California,  1 980.  1116  pp.  Price  $ 1 9.00. 

This  is  a handy  reference  book  for  quick  con- 
densed information  on  all  but  the  rarer  conditions 


encountered  in  medical  practice.  It  is  extremely 
well  organized;  the  content  of  each  chapter  is 
presented  in  semi-outline  form.  There  are  some 
tables,  but  there  is  no  room  for  pictures  in  this 
small  paperback  text. 

This  book,  which  has  been  revised  annually 
since  its  first  appearance  in  1962,  can  serve  as  a 
useful  reference  if  placed  in  a readily  accessible 
spot  on  your  desk.  It  will  not  only  provide  a 
rapid  source  of  current  information,  but  also 
could  aid  in  review  of  internal  medicine  for  board 
certification,  re-certification,  or  just  personal  re- 
freshment. 

Robert  L.  Wuertz,  M.D. 


Pay  cash  and  watch 
your  savings  grow... 

with  SaveSystem 

Here’s  How  It  Works  — 


Just  go  into  any  First  Federal  office  and  open  a Save  System  Statement  Account . . . 
no  cost,  no  obligation.  They’ll  mail  you  a Save  System/Fantasticard.  Then,  when 
you  pay  cash  at  any  of  the  over  500  participating  merchants,  you’ll  receive  a 
discount  ranging  from  2%  to  10%  (some  even  higher),  deposited  directly  into  your 
Save  System  Statement  Account.  Your  Save  System  card  is  honored  in  dozens  of 
cities  across  the  United  States. 


Use  this  handy  coupon  and  we  will  send  you  more  information  or 
stop  into  any  of  our  seven  convenient  offices  and  our  employees 
will  show  you  how  to  save  . . . everytifne  you  buy. 


Please  send  more  information  about  Save  System  to: 


Name: 

Address: 

City: 

State 

ZIP: 

Mall  to: 

First  Federal  Savings  and  Loan 
One  Customs  House  Square 
Wilmington,  Delaware  19801 


DMJ/80 
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^^etterd  to  the  Editor 


To  the  Editor: 

It  would  significantly  reduce  the  cost  of  medical  care  if  it  was  required  that  all 
patients  be  given  a duplicate  report  of  their  laboratory  tests,  electrocardiogram 
and  x-ray  reports,  as  well  as  the  original  x-rays. 

No  one  has  more  interest  in  caring  for  these  studies  than  the  patient  himself. 

Modern  medical  care,  of  the  average  individual  patient,  is  disbursed  among  many 
physicians  and  surgeons.  It  is  infrequent  that  any  one  doctor  has  the  pertinent 
laboratory  studies  ordered  by  the  other  doctors  involved  in  the  patient’s  care. 
This  often  results  in  repetition  of  tests,  mismanagement  of  the  doctor’s  and  patient’s 
time,  as  well  as  compromised  management  of  the  illness. 

Sincerely, 

Ronald  G.  Connolly 


«£  % 


TUNTURI 


Aids  for  Health  and  Fitness 


Ergometer 

Tunturi  Ergometer  for 
precision  fitness  testing 


Rowing  Machine 

Tunturi  Rowing  Machine 
for  institutional  use 


Tunturi  Home  Rowing  Machine 
for  both  institutional  and 
home  use 

Tunturi  Home  Exerciser  for 
rehabilitation  and  fitness 
training  at  home. 


Tunturi  Jogging  Machine 
provides  safe,  controlled 
amounts  of  exercise. 
Speed  and  distance 
meters  enable  you  to 
program  training  levels 
and  check  your  progress. 


— — en  nESCBlP''"'6 
0*TWL*  , ftMRILABLE 


EXERCISE  OF  DELAWARE,  INC. 

Distributor  for  ORTHO-KINETICS,  Inc.,  Products  of  Medical  Engineering  Science 
822  W.  Basin  Road,  New  Castle,  Delaware  19720,  Telephone  (302)  322-2003 
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A GIFT  OF  LIFE  FOR  THIS  HOLIDAY  SEASON 

In  1897,  a small,  bewildered  child  turned  to  the  printed  medium  for  the  answer 
to  a question  which  has  puzzled  thousands  for  many  years.  And  when  Francis  P. 
Church,  of  the  New  York  Sun,  answered  that  child  with  the  famous  letter,  “Yes 
Virginia,  there  is  a Santa  Claus,”  he  used  the  newspaper  to  spread  the  message  of 
love  and  the  spirit  of  giving  to  readers  for  generations  to  come. 

Often  we  encounter  a modern  day  Virginia  who  doubts  the  true  meaning  of 
Christmas.  To  the  questioning  Virginia  the  Blood  Bank  of  Delaware  wants  to 
say  that  goodness  and  kindness  abound. 

“Yes,  Virginia,  there  is  a Santa  Claus — and  he’s  dressed  in  the  clothes  of  the 
many  men  and  women  who  give  the  gift  of  life  everyday.” 

These  modern  day  Santas  give  the  most  precious  substance  for  mankind’s  ex- 
istence— they  give  blood! 

And  Virginia,  they  give  their  love  and  blood  to  hundreds  through  the  “Gift  of 
Life”  membership  program  sponsored  by  the  Blood  Bank  of  Delaware. 

While  this  program  offers  the  benefits  of  life  to  many,  Virginia,  it  costs  each 
Santa  relatively  little.  The  Santas  simply  donate  a unit  of  blood  to  an  existing 
membership  or  start  a new  membership  in  the  name  of  a loved  one  by  donating 
and  paying  $5  for  the  first  year's  dues. 

These  donors  give  so  much  more  than  just  money  and  blood.  After  a 30  day 
waiting  period,  individual  members  and  their  dependents  receive  the  benefits  of 
the  “Gift  of  Life”  program. 

And  Virginia,  the  “Gift  of  Life”  memberships  are  renewable  each  year.  All  the 
Santa  or  member  has  to  do  is  pay  the  yearly  dues  and  meet  a donation  obligation 
every  two  to  three  years. 

So  you  see  Virginia,  giving  love  and  life  is  easy.  For  more  information  on  such 
a precious  gift,  you  can  contact  the  Community  Affairs  Department  at  737-8408. 

Yes,  there  is  a Santa — in  fact  there  are  many  Santas.  And  there  are  those  who 
love  to  give  of  their  hearts  to  continue  the  true  spirit  of  Christmas. 

Judy  Massie,  Blood  Bank  of  Delaware 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


NSURANCE  PEOPLE 


,JA 


l\C. 


Wilmington 

Personal  Insurance Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J.  A.  Montgomery 
Financial  Services,  Inc. 
571-5639 


J.  A.  Montgomery 
Securities  Corporation 
571-5631 


Newark 

144  East  Main  Street 368-3000 

Middletown 

201  North  Broad  Street 378-4491 

Rehobo th  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 

Pine  Street 629-5585 

(Toll  Free)  856-3247 


Speakers  on 
“Ask  the 
Doctor” 


Impaired 

Physicians 

Program 


Cardiology  Review 


Stroke  and  Cerebral 
Circulation 


Conference  on 
the  Beach 


Speakers  for  December  1980  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  December  2,  William  F.  Ren- 
zulli,  M.D.,  Psychosomatic  Medicine;  December  9,  Maria  W.  Michell,  D.O.,  Hy- 
pertension; December  16,  Russell  J.  Labowitz,  M.D.,  Soft  Tissue  Rheumatism; 
December  23,  Michael  F.  Whitworth,  M.D.,  Bladder  Cancer;  and  December  30, 
Thomas  R.  Brooks,  M.D.,  Sexual  Function  in  Adolescence. 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 


CLINICAL  NOTICES  AND  MEETINGS 


The  Georgia  Academy  of  Family  Physicians  Education  Foundation  will  offer  a home- 
study  course  entitled  “CARDIOLOGY  UPDATE  AND  REVIEW”  beginning  lanuary 
19,  1981.  It  has  been  approved  for  40  credit  hours  by  the  AAFP  and  is  acceptable  for 
AM  A Category  I.  The  course  will  review  coronary  artery  disease,  hypertrophic  cardio- 
myopathy, hypertension,  pericardial  disease,  infeotive  endocarditis,  and  cardiac  arrhy- 
thmias. For  further  information,  contact:  Georgia  Academy  of  Family  Physicians 
Educational  Foundation,  11  Corporate  Square,  Suite  235,  Atlanta,  Georgia  30329. 
Telephone:  (404)  321-7445. 


THE  SIXTH  INTERNATIONAL  JOINT  CONFERENCE  ON  STROKE  AND  CERE- 
BRAL CIRCULATION  will  be  held  February  12-14,  1981,  at  the  Century  Plaza  Hotel, 
Los  Angeles,  California.  For  further  information,  contact:  Mrs.  Gerri  Paul,  American 
Heart  Association  of  Delaware,  Inc.,  Four  Trolley  Square,  Delaware  Avenue  and  Du 
Pont  Street,  Wilmington,  Delaware  19806.  Telephone:  (302)  654-5269. 


CONFERENCE  ON  THE  BEACH  SECOND  ANNUAL  FAMILY  PRACTICE  UP- 
DATE will  be  held  February  16-21,  1981,  at  the  Daytona  Hilton,  Daytona  Beach, 
Florida.  It  is  being  sponsored  by  the  Halifax  Hospital  Family  Practice  Residency 
Program  and  the  University  of  South  Florida  College  of  Medicine.  The  conference 
will  cover  internal  medicine,  pediatrics,  sports  medicine,  and  sexuality-related  problems. 
The  primary  focus  of  the  presentations  will  be  the  adolescent  and  young  adult  office 
patient.  It  is  acceptable  for  26  prescribed  hours  by  the  American  Academy  of  Family 
Physicians;  “Mandatory”  FMA;  and  Category  I AMA  CME  credit  hours.  For  further 
information,  contact:  Ken  Mead,  Coordinator,  Conference  on  the  Beach,  P.O.  Box 
9054,  Daytona  Beach,  Florida  32020.  Telephone:  (904)  258-1611,  Extension  2058. 
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In  Brief 


Southeastern 
Surgical  Congress 


Cardiovascular 

Medicine 


International 
Academy  of 
Pathology 


Delaware 

Rehabilitation 

Association 


Need  Assessment 


A course  entitled  “CANCER  THERAPY  UPDATE”  will  be  offered  at  the  Southeastern 
Surgical  Conference’s  49th  Annual  Assembly  February  22-25,  1981,  at  the  Fairmont 
Hotel,  New  Orleans,  Louisiana.  There  are  8 hours  of  Category  I credit  available  for 
this  postgraduate  course.  There  are  27.75  credit  hours  available  for  the  Annual  Assem- 
bly. For  further  information,  contact:  The  Southeastern  Surgical  Conference,  315  Boule- 
vard, N.E.,  Suite  500,  Atlanta,  Georgia  30312.  Telephone:  (404)  681-3636. 


The  Abe  Ravin  Division  of  Cardiovascular  Medicine  at  Rose  Medical  Center  and  the 
American  Heart  Association  are  cosponsoring  a meeting  entitled  “BEDSIDE  AP- 
PROACH TO  CARDIAC  DISEASE”  on  February  24-28,  1981,  in  Keyston,  Colorado. 
Category  I credit  and  AAFP  prescribed  credit  are  offered.  For  further  information, 
contact:  Dorothy  M.  Bailey,  Office  of  Education,  Rose  Medical  Center,  4567  East  Ninth 
Avenue,  Denver,  Colorado  80220.  Telephone:  (303)  320-2102. 


The  70th  Annual  Meeting  of  the  United  States-Canadian  Divsion  of  thelnternational 
Academy  of  Pathology  will  be  held  at  the  Palmer  House,  Chicago,  Illinois,  March  2-6, 
1981.  The  Maude  Abbott  Lecture  will  be  THE  IMPACT  OF  TIME  ON  THE  DIAG- 
NOSIS AND  TREATMENT  OF  CANCER:  1936-1981.  For  further  information, 
contact:  Dr.  Nathan  Kaufman,  Secretary-Treasurer,  United  States-Canadian  Division 
of  the  International  Academy  of  Pathology,  1003  Chafee  Avenue,  Augusta,  Georgia 
30904.  Telephone:  (404)  724-2973. 


DEALING  WITH  PAIN  is  the  title  of  a workshop  which  will  be  conducted  on  March 
13,  1981,  by  the  Delaware  Law  School  and  the  Delaware  Rehabilitation  Association. 
The  program  fulfills  the  requirements  for  4 credit  hours  of  the  AMA  Category  II. 
Topics  to  be  discussed  include  the  legal  implications  of  pain,  the  medical  treatment 
of  pain,  the  psychiatric  treatment  of  pain,  and  the  implications  of  dealing  with  pain. 
For  further  information,  contact:  Maurice  A.  Laplace,  M.A.,  C.R.C.,  147  Timberline 
Drive,  Newark,  Delaware  19711.  Telephone  (302)  421-6333. 


THE  THIRD  NATIONAL  CONFERENCE  ON  NEED  ASSESSMENT  IN  HEALTH 
AND  HUMAN  SERVICE  SYSTEMS  will  be  held  March  17-20,  1981,  at  the  Bluegrass 
Convention  Center,  Louisville,  Kentucky.  Areas  to  be  covered  include  alcohol  and 
drug  abuse,  energy,  health  status  models,  housing,  recreation,  and  social  services.  The 
conference  is  being  sponsored  by  the  University  of  Louisville.  For  further  information, 
contact:  Roger  A.  Bell,  Ed.D.,  Associate  Professor,  Systems  Science  Institute,  Uni- 
versity of  Louisville,  Louisville,  Kentucky  40292.  Telephone:  (502)  588-5395  or 
588-6482. 


Going  home. 

It’s  powerful  medicine. 


Telephone:  656-2551 


Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPIOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Del  Med  Jrl.  Nov  1980 — Vol  52,  No  1 1 


623 


In  Brief 


Update  for  A NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR  will  be  held  March 
Practitioners  19-21,  1981,  at  the  Las  Vegas  Hilton,  Las  Vegas,  Nevada.  It  is  being  sponsored  by  the 
Division  of  Continuing  Education  and  the  Department  of  Pediatrics  of  The  University 
of  Texas  Health  Science  Center  at  Dallas.  The  seminar  meets  the  criteria  for  15  credit 
hours  in  Category  I of  the  Physicians’  Recognition  Award  of  the  AMA  and  15  hours 
of  LCCME  Category  I CME  credit.  For  further  information,  contact:  Dr.  John  D. 
Nelson,  Department  of  Pediatrics,  The  University  of  Texas  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Boulevard,  Dallas,  Texas  75235.  Telephone:  (214)  688-3439. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


INTERNIST:  Seeking  part-time  position  in  primary 
care  practice.  Available  evenings  and  weekends. 
For  further  information,  contact:  Medical  Society 
of  Delaware.  Telephone:  (302)  658-7596. 

INTERNIST-CARDIOLOGIST:  Seeking  a position 
in  Delaware.  Now  in  private  practice.  Available 
immediately.  ABIM  certified.  For  further  informa- 


tion, contact:  Medical  Society  of  Delaware.  Tele- 
phone: (302)  658-7596. 

DINING  ROOM  FURNITURE:  Solid  Honduras 
mahogany  Hepplewhite  period  circa  1775,  authentic 
reproduction  made  by  Tomlinson  early  1940s.  One 
table,  two  end  tables,  six  chairs,  one  buffet,  and  one 
breakfront.  Telephone:  (302>  655-9890. 


A MATTER  OF  LIFE 


by  Frank  M.  Levy 

Unlike  Paul  Gauguin,  your  average  computer  is  not  about  to  run  off 
to  the  South  Sea  Islands  to  paint  likenesses  of  sun-kissed  maidens. 

And  yet,  in  a way,  portrait-painting  is  a computer’s  thing.  Financial 
portraits,  that  is — a development  of  significant  benefit  to  the  insurance 
counsellor  and  his  client. 

Now,  thanks  to  our  talented  computers,  we  can  draw  financial  por- 
traits faster  and  more  precisely  than  ever  before.  In  outline,  it  works 
this  way.  Client  furnishes  counsellor  with  basic  financial  information.* 
This  is  fed  into  the  computer  which,  in  turn,  relates  client’s  insurance 
to  his  entire  financial  situation. 

The  effect  of  this  is  to  give  you  a full  scale  canvas  of  how  well  your 
Social  Security,  your  company  benefits,  and  your  other  assets  would  serve  in  the  event  of  retirement. 
Or,  how  they  wouldn’t  serve  and  what  might  you  do  to  protect  yourself. 

At  Provident  Mutual  Life,  we  call  this  Electronic  Personal  Planning,  and,  at  your  convenience.  I’ll 
be  happy  to  arrange  a portrait  sitting  for  you.  If  nothing  more,  it’ll  be  an  interesting  experience.  No 
obligation  whatsoever.  Just  contact  me  at  203  Bellevue  Building,  100  Chapman  Road,  Newark,  Dela- 
ware 19702  or  call  (302)  731-7350. 
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Valium 

diazEpam/RochE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety;  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies.  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age. 

Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses.  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage. 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 

<'  \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

> /®  Nutley,  New  Jersey  07110 


UNDERSEA  MEDICINE— 

It’s  Not  Your  Everyday  Practice 

Undersea  Medicine  is  one  of  the  unique 
medical  specialties  the  Navy  offers.  With  its 
increased  emphasis  on  underwater  explora- 
tion and  a growing  nuclear  submarine  fleet, 
the  Navy  needs  physicians  to  deal  with  phy- 
siological and  psychological  problems  Navy 
men  face  in  an  underwater  environment. 
CONSIDER  THE  POSSIBILITIES 

Your  experience  and  special  Navy  training 
could  qualify  you  for  Undersea  Medicine  or 
other  rewarding  specialties.  Medical  officers 
and  fllight  surgeons  are  needed. 

CONSIDER  THE  BENEFITS 

The  starting  salary  is  at  least  $34,000  per 
year.  You’ll  also  receive  30  days’  paid  vaca- 
tion, total  medical  care,  malpractice  cover- 
age, great  retirement  benefits  and  family 
privileges  attendant  upon  being  a commis- 
sioned officer. 

CONSIDER  THE  OPPORTUNITY 

The  Navy’s  a great  place  to  specialize. 
You’ll  work  with  the  best  equipment,  associ- 
ate with  other  highly  motivated  Navy  doctors, 
and  have  the  help  of  a highly  trained  staff 
to  handle  most  of  your  paperwork. 

You  owe  it  to  yourself  to  get  all  the  facts. 
If  you're  a graduate  of  an  American  medical 
school,  send  a resume  to  Robert  S.  Peiser,  Jr., 
Lt.,  Medical  Service  Corps,  U.S.  Navy,  Navy 
Recruiting  District,  Washington,  Presidential 
Bldg.,  Suite  301,  6525  Belcrest  Rd.,  Hyatts- 
ville,  Maryland  20782. 
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FROM  THE  WILMINGTON  MEDICAL  CENTER  CANCER  PROGRAM* 

PUBLIC  UNDERSTANDING  OF  BREAST  CANCER  IMPROVES  OUTLOOK 


Leslie  W.  Whitney,  M.D. 


The  Office  of  Communications  of  the  National 
Institutes  of  Health  released  the  results  of  a cancer 
survey  which  showed  the  degree  of  progress  that 
had  been  made  in  the  understanding  of  breast 
cancer.  According  to  the  announcement,  public 
understanding  of  breast  cancer  has  increased  con- 
siderably over  the  past  five  years. 

Dr.  Vincent  T . DiVita,  Jr.,  NCI  Director,  feels 
that  the  study  suggests  the  need  for  more  public 
education  and  probably  indicates  that  there  will 
be  improved  survival  from  breast  cancer  in  the 
next  decade.  Of  the  women  surveyed,  96%  had 
heard  of  the  early  detection  technique  of  breast 
self-examination  compared  to  77%.  The  survey 
also  showed  that  women  who  are  taught  breast 
self-examination  by  a doctor  are  more  likely  to 
practice  it  than  those  who  learn  the  technique  in 
other  ways.  More  than  ten  percent  of  the  women 
surveyed  said  that  they  use  this  technique  once 
monthly  or  more,  in  keeping  with  the  recommen- 
dations by  the  National  Cancer  Institute  and  the 
American  Cancer  Society  that  this  technique  be 
done  at  least  12  times  a year. 

The  survey  also  found  that  76%  of  the  women 
interviewed  felt  that  cancer  was  their  most  serious 
health  concern,  and  that  breast  cancer  was  the 
most  worrisome  of  all  cancers.  This  exceeds  con- 
cern about  other  health  problems,  such  as  stress 
and  high  blood  pressure.  The  report  pointed  out 
that  breast  cancer  is  now  the  number  one  killer 

Dr.  WThitney  is  Director  of  the  Wilmington  Medical  Center 
Cancer  Program  (formerly  the  Delaware  Cancer  Network). 

•An  NCI  supported  agency  located  at  1200  Jefferson 
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of  women  with  about  110,000  new  cases  and 
37,000  deaths  expected  in  1981.  It  is  the  leader 
of  all  causes  of  death  for  women  between  the 
ages  of  40  and  44  and  present  projections  suggest 
that  one  in  11  women  will  be  expected  to  develop 
breast  cancer  some  time  during  her  life. 

Dr.  DiVita  is  quoted  as  follows,  “The  role  of 
the  individual  woman  in  detecting  breast  cancer 
symptoms  and  seeing  her  physician  promptly 
depends  on  her  awareness  of  symptoms  and  her 
confidence  in  the  health  care  system.” 

Women’s  general  knowledge  about  breast  can- 
cer has  increased  since  1973.  Women  seemed  now 
to  be  mare  aware  of  risk  factors  and  family  his- 
tory, but,  50%  of  the  women  still  incorrectly  be- 
lieve that  trauma  to  the  breast  can  cause  breast 
cancer.  Sixty-one  percent  of  the  women  were 
aware  of  x-ray  mammography,  but  few  had  heard 
any  negative  publicity  such  as  risk  from  exposure 
to  x-ray,  and  19%  reported  that  they  had  had  a 
mammogram. 

The  survey  indicated  that  many  women  want 
to  play  a more  active  part  in  decisions  affecting 
their  health.  A total  of  55%  said  they  would 
not  give  their  doctor  prior  consent  to  remove  a 
breast  immediately  following  surgical  biopsy  if 
cancer  was  detected.  In  addition,  they  preferred 
to  make  the  decision  about  their  cancer  treatment 
in  two  stages,  whereby  a biopsy  would  be  per- 
formed on  one  day,  and  then  if  the  tumor  was 
found  to  be  malignant,  could  then  discuss  further 
definitive  treatment  with  their  physician  at  a later 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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date.  Ninety  per  cent  of  the  women  said  they 
would  seek  a second  opinion.  Women  also  seemed 
to  be  aware  that  different  treatments  are  now 
available  for  breast  cancer,  and  nearly  all  believe 
that  some  substantial  progress  has  been  made  in 
the  treatment  of  breast  cancer  in  the  past  10  years. 

The  survey  included  urban  black,  and  urban 
Hispanic  women.  Fifty  percent  of  the  black 
women  surveyed  reported  doing  breast  self-exami- 
nation as  compared  to  24%  of  the  Hispanic 
women.  Both  groups  appeared  generally  less 
knowledgeable  about  the  disease  and  the  treat- 
ment. Overall,  younger  women  of  all  races  tended 
to  be  generally  more  knowledgeable  and  con- 
sidered breast  cancer  more  of  a threat  to  their 
health  than  older  women.  Dr.  DiVita  concluded, 
as  follows:  “the  survey  tells  us  clearly  that  the 
public  needs  and  wants  to  know  more.  Progress 
is  being  made  in  breast  cancer  treatment.  We  are 
all  working  towards  an  understanding  of  causes. 
Meanwhile  the  true  key  to  optimal  survival  is 
education,  early  detection,  and  prompt  and  ap- 
propriate medical  intervention. 


JL. 


Clothes  for  Women  of  Discernment 
Deceptively  simple  . . . 

In  our  “Designer’s  Clothes” 
and 

Great  fun  in  our  “Miss  Jo”  fashions 

COME  VISIT  US 
In  Our  Unique  Country  Setting 
ROCKLAND  ROAD 
MONTCHANIN,  DEL.  19710 

9:00  to  4:30  Saturday  10:00  to  4:00 


UNIFORMS,  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan,  Tiffiny,  Whittenton,  Barco,  etc . 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 

1140  BALTIMORE  PIKE  TRI-STATE  MALL  (Lower  Level) 
Springfield,  Pa.  19064  Claymont,  Delaware  19703 

(215)  Kl  3-4002  (302)  798-5387 
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DELAWARE’S  HEALTH  RESOURCES 


Last  month  I discussed  some  of  the  problems 
that  the  physicians  in  Delaware  face.  This  month 
I’d  like  to  discuss  some  of  our  resources.  Among 
our  resources  are  our  members  who  are  involved 
not  only  in  all  the  various  disciplines  and  activities 
in  medical  care  but  also  in  many  community  ac- 
tivities, some  of  which  are  health  related. 

There  are  so  many  individuals  and  groups  in- 
terested in  promoting  health-related  activities  that 
it  behooves  physicians  to  find  ways  of  communi- 
cating with  such  individuals  and  organizations. 
For  some  time,  the  Society  has  had  liaison  repre- 
sentatives to  organizations  in  the  state  such  as 
the  Delaware  Division  of  the  American  Cancer 
Society,  the  Delaware  Lung  Association,  and  the 
Delaware  Academy  of  Medicine.  We  are  now 
planning  to  invite  other  groups  to  establish  similar 
liaison  representatives.  This  will  include  such 
organizations  as  the  American  College  of  Sur- 
geons, the  Delaware  Society  of  Internal  Medicine, 
the  Delaware  Academy  of  Pediatrics,  and  other 
specialty  groups.  In  the  AMA,  specialty  organi- 
zations actually  can  have  representation  in  the 
House  of  Delegates.  Although  this  has  been  dis- 
cussed in  the  past  in  Delaware  and  apparently 
turned  down,  this  is,  I find,  a common  practice 
in  many  states.  I understand  that  there  are  efforts 
afoot  to  develop  such  relationships  in  Delaware 
from  some  of  the  specialty  groups. 

We  also  need  to  discuss  the  advantage  of  having 
some  type  of  communicating  link  with  the  Asso- 
ciation of  Delaware  Hospitals,  the  Delaware 
Health  Council,  the  Delaware  Safety  Council, 
and  other  such  groups.  For  example,  the  Dela- 
ware Dietetic  Association  is  and  should  be  a re- 
source for  health  care  which  physicians  should 


be  aware  of  and  work  with.  Even  closer  to  home, 
the  Delaware  Nurses  Association  used  to  work 
with  the  Society  through  a Joint  Practice  Com- 
mittee, which  is  no  longer  active.  While  no  one 
wants  to  spend  time  just  communicating,  physi- 
cians should  at  least  recognize  the  desire  of  many 
to  improve  health  in  Delaware,  and,  when  feasible, 
physician  input  should  be  offered  to  these  various 
groups  interested  in  health  problems.  At  times, 
coalitions  or  task  forces  of  those  interested  in 
particular  health  problems  should  be  organized. 
It  should  not  take  the  existence  of  federal  law  to 
ensure  some  type  of  cooperation  in  planning  for 
health  care  in  Delaware.  Whether  one  likes  it 
or  not,  it’s  obvious  that  the  HSA  has  stimulated 
a certain  amount  of  interest  from  other  health 
care  providers,  as  well  as  so-called  consumer 
interests,  throughout  the  state  in  planning  for 
future  health  needs.  It  was  very  interesting  last 
year  to  see  the  intensity  of  feeling  on  the  part 
of  those  who  thought  that  the  first  edition  of  the 
Delaware  Health  Plan  had  paid  too  little  attention 
to  the  alcohol  problem  in  the  state. 

It  is  also  apparent  that  other  organizations  not 
usually  connected  with  health-related  activities  are 
becoming  more  interested  in  the  system  of  care 
available  and  its  cost.  This  is  particularly  true 
now  of  business  interests  and  labor  unions.  Cur- 
rent discussions  with  representatives  from  the 
Du  Pont  Company  indicate  an  interest  in  working 
with  physicians  and  other  health  care  providers 
to  identify  those  factors  that  contribute  to  health 
care  costs.  This  interest  in  seeing  whether  ways 
can  be  found  to  cooperate  to  control  such  costs, 
including  health  insurance  fees,  affects  most  of 
the  people  in  Delaware. 
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If  the  consumers  and  providers  of  health  care, 
through  interested  citizens’  groups  and  the  leader- 
ship of  the  physicians,  can  work  together,  it  may 
be  possible  to  improve  health  and  health  resources 
without  unnecessary  escalation  of  costs.  For  this 
reason,  the  effort  noted  above  to  establish  liaison 
and  communication  links  with  our  own  specialty- 
oriented  physicians  and  with  health  care  organi- 
zations and  citizens’  activities  where  health  prob- 
lems are  often  considered  will  be,  I think,  most 
worthwhile.  In  order  to  be  able  to  utilize  all  these 
resources  and  attempt  to  improve  the  health  of 
the  citizens  of  Delaware,  I hope  that  the  Medical 
Society  of  Delaware  can  play  a crucial  role  in 
bringing  together  health  resources  to  develop 
answers  to  many  of  the  health  problems  of  our 
citizens. 


AIRPORT  SHUTTLE  SERVICE,  inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 


Author  iiod  Ground  Transportation  for  all  Major  Alr/inot 

LIMOUSINES 
TO  OR  FROM 

PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
Your  Home-Office-Hotel-Motor  Lodge  . . . 

FOR  RESERVATIONS  OR  INFORMATION 

(302)  655-8878 


A MATTER  OF  LIFE 

by  Frank  M.  Levy 


Recently,  a friend  of  mine,  who  owns  a modest  manufacturing  busi- 
ness, made  one  of  those  wry  jokes  that  people  are  prone  to  after  a par- 
ticularly trying  day.  If  he  had  any  sense,  he  said,  he’d  fire  himself  as 
president  and  hire  himself  as  salesman — because  his  salesmen  made  out 
almost  as  well  as  he  did,  with  fewer  headaches.  And  one  thing  was  for 
sure:  They  had  a better  pension  plan. 


Well,  up  until  1974  that  last  part  was  literally  true.  But  then  came 
the  Pension  Reform  Act  which  amended  the  “Self-Employed  Individuals 
Tax  Retirement  Act  of  1962,”  and  at  least  his  own  personal  pension 
plan  is  much  better  now. 


As  far  as  the  headaches  are  concerned,  they’re  a boss’s  standard  equip- 
ment. 


Incidentally,  do  you  know  about  this  law?  It  was  enacted  to  enable  self-employed  individuals  to  enjoy 
many  of  the  tax  benefits  not  previously  available  to  them,  and  it  can  mean  a lot  of  money  to  you  if  you 
come  under  its  provisions.  If  you’re  in  doubt  ...  or  of  you  want  more  details  ...  get  in  touch  with 
your  handy  Provident  Mutual  agent.  That’s  me  . . . 203  Bellevue  Building,  100  Chapman  Road,  New- 
ark, Delaware  19702  or  call  (302)  731-7350. 
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PRIMARY  CARCINOMA  OF  THE  GALLBLADDER 
IN  THE  WILMINGTON  MEDICAL  CENTER: 

AN  ANALYSIS  OF  62  CASES 


Lemuel  O.  Herrera,  M.D. 
Harold  S.  Rafal,  M.D. 
Ruben  Teixido,  M.D. 


Primary  carcinoma  of  the  gallbladder  has  been 
a therapeutic  challenge  since  it  was  first  described 
by  Stoll  in  1777. 1 All  modalities  of  treatment 
have  yielded  dismal  results  with  metastatic  spread 
by  direct  extension  into  surrounding  structures  in- 
dicted as  the  major  reason  for  treatment  failure. 

In  principle,  carcinoma  of  the  gallbladder 
should  be  controllable  by  adequate  wide  resection. 
This,  however,  has  rarely  been  accomplished. 
Although  there  are  probably  several  reasons  to  ac- 
count for  this  failure,  careful  assessment  of  the 
depth  of  local  and  contiguous  invasion,  a deter- 
mination which  provides  a rational  basis  for  ac- 
curate staging  and  planning  of  surgical  excision,  is 
usually  absent  from  operative  reports.  A recent 
study  by  Nevin  et  al,  which  correlated  the  ana- 
tomical and  histopathological  stage  with  the  treat- 
ment and  prognosis,2  stimulated  a review  of  these 
tumors  at  our  institution. 
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This  paper  reports  the  results  of  our  attempt 
to  assess  the  frequency  of  primary  carcinoma  of 
the  gallbladder,  characterize  the  variation  of  its 
clinical  manifestations  and  examine  the  nature  of 
the  patients  who  were  treated  at  the  Wilmington 
Medical  Center,  with  the  diagnosis  of  suoh  a 
tumor,  during  a ten-year  period. 

We  have  also  attempted  to  correlate  the  out- 
come of  different  therapeutic  approaches  with  the 
stage  of  the  disease  using  Nevin’s  classification. 

Material  and  Methods 

The  Wilmington  Medical  Center  is  an  1,100- 
bed  private  hospital,  the  tenth  largest  private 
hospital  in  the  nation.3  It  functions  as  a general 
hospital  for  Delaware  and  as  a state  and  regional 
cancer  center.  The  cases  of  carcinoma  of  the 
gallbladder  for  the  decade  from  January  1967  to 
December  1978  were  collected  from  the  Delaware 
Tumor  Registry  and  the  Medical  Records  Depart- 
ment of  the  Wilmington  Medical  Center.  All  pa- 
tients were  treated  at  the  Wilmington  Medical 
Center. 

Age,  sex,  admitting  diagnosis,  duration  of 
signs  and  symptoms,  associated  diseases,  date  and 
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TABLE  1 


RACE,  SEX,  AGE  OF  PATIENTS 


Male 

Female 


White 

9 

48 


Black 

3 

2 


Total 

12 

50 


Age 

90-99 

80-89 

70-79 

60-69 

50-59 

40-49 

30-39 

20-29 


62 


1 

9 

20 

21 

8 

2 

0 

1 


62 


mode  of  diagnosis,  stage,  primary  and  adjuvant 
therapy,  and  survival  were  extracted  from  the 
chart. 


Histological  confirmation  of  the  diagnosis  was 
required  for  inclusion. 

Clinical  Data 


Our  data  supports  the  generally  held  view  that 
carcinoma  of  the  gallbladder  is  primarily  an  af- 
fliction of  the  elderly,  with  Caucasian  females  be- 
ing the  most  frequently  affected.2  (Table  1)  In 
other  studies,  certain  ethnic  groups  not  frequent 
in  Delaware  such  as  Mexicans,4  Southwest  Ameri- 


can Indians,1  and  Nisei5  have  also  shown  a high 
incidence. 

Primary  carcinoma  of  the  gallbladder  occurs 
more  frequently  than  seems  to  have  been  gen- 
erally appreciated  in  our  community,  the  inci- 
dence being  1.13%  of  all  cholecystectomies. 
This  correlates  with  the  work  of  Strauch,  who 
found  a 1.41%  incidence  in  his  review  of  34,242 
biliary  tract  operations  performed  in  the  United 
States.6  In  our  series,  the  largest  number  of  pa- 
tients were  in  their  sixth  or  seventh  decade  of 
life;  this  high  incidence  of  carcinoma  in  the  elderly 
has  been  previously  well  documented.  Glenn  and 
Hays  found  that  in  patients  under  50  years  of 
age  the  probability  of  finding  this  malignancy  at 
the  time  of  surgery  is  0.3%. 7 The  risk  increases 
in  a linear  relationship  with  advancing  age. 
Among  patients  64  to  74  years  of  age  subjected 
to  operations  upon  the  biliary  tract,  the  incidence 
was  8.8%,  while  in  patients  75  years  old  and 
over,  it  was  12. 8%. 7 

Approximately  90%  of  the  patients  in  our 
study  were  found  to  have  concomitant  calculi,  so 
it  is  not  surprising  that  the  clinical  presentation 
of  this  malignancy  frequently  seemed  to  be  an 
inflammatory  biliary  disease.  (Table  2)  The 
conversion  of  the  patient’s  pain  from  the  charac- 
teristic intermittent,  colicky,  cramping  abdominal 
pain  to  a continuous  steady  pattern,  a pattern 
which  has  been  considered  suggestive  of  the  on- 
set of  carcinoma,3-8  was  not  recorded  in  any  of 
our  patients.  In  43  patients,  symptoms  had  been 
present  for  at  least  six  weeks  (Table  3),  evidently 


TABLE  2 

CLINICAL  PRESENTATION 


Symptoms 

Patients 

Signs 

Patients 

Pain 

35 

Palpable  mass  in  the  right 

upper  quadrant 

20 

Nausea  and  vomiting 

17 

Weight  loss 

16 

Anorexia 

8 

Jaundice 

1 1 

Weight  loss 

6 

Enlarged  liver 

5 

Jaundice 

5 

Ascites 

1 

Weakness 

6 

Supraclavicular  mass 

1 

Fever  and  chills 

4 

Anemia 

1 

Heartburn 

2 
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TABLE  3 

DURATION  OF  SYMPTOMS 

Patients 


1-2  weeks  8 

3- 4  weeks  6 

4- 6  weeks  5 

>6  weeks  or 

undetermined  43 


assumed  to  be  complicating  features  of  calculous 
cholecystopathy. 

Because  of  jaundice,  weight  loss  and  long  his- 
tory of  biliary  colics,  the  preoperative  diagnosis 
of  carcinoma  of  the  gallbladder  was  entertained  in 
only  three  patients.  (Table  4)  In  the  great  ma- 
jority of  patients,  once  the  histological  diagnosis 
was  confirmed,  rapid  health  deterioration  and 
death  ensued,  although  frequently  death  was  asso- 
ciated to  one  of  the  concurrent  diseases.  (Table  5) 

Mirizzi’s  Syndrome,  a clinical  condition  where- 
in jaundice  is  caused  by  obstruction  induced  by 
external  pressure  upon  the  common  bile  duct  by 
an  enlarged  gallbladder,9  was  not  described  in 
any  of  our  patients,  nor  was  the  thickening  and 
characteristic  “browning”  of  the  hepatoduodenal 
ligament  resulting  from  the  infiltration  of  the 

TABLE  4 

ADMITTING  DIAGNOSIS 

Patients 


Chronic  calculous  cholecystitis  15 

Jaundice  14 

Acute  cholecystitis  9 

Carcinoma  of  the  pancreas  4 

Carcinoma  of  the  gallbladder  3 

Peptic  ulcer  disease  3 

Bowel  obstruction  3 


Pancreatitis  1 

Carcinoma  of  the  liver  1 

Diabetes  meilitus  1 

Intractable  nausea  1 

Angina  pectoris  1 

Stroke  3 

Anemia  3 

Total  62 


TABLE  5 

CONCURRENT  DISEASES 

Patients 


Arteriosclerotic  cardiovascular  disease  10 

Diabetes  meilitus  8 

High  blood  pressure  8 

Abdominal  hernia  3 

Glaucoma  3 

Hepatitis  2 

Peptic  ulcer  disease  2 

Asthma  2 

Tuberculosis  1 

Chronic  renal  insufficiency  1 

Total  40 


malignancy  into  the  branches  of  the  portal  vein, 
which  was  first  reported  by  Marks  in  1914.10 

The  histological  diagnosis,  retrospective  stag- 
ing, and  the  sites  of  dissemination  of  the  patients 
in  our  series  are  presented  in  Tables  6,  7,  and  8, 
while  tables  9 and  10  show  the  survival  from  the 
date  of  the  diagnosis  as  correlated  with  the  stage 
of  the  disease  and  the  various  treatments  used. 

Etiologic  Concepts 

Clinical  and  experimental  data  strongly  sug- 
gest a direct  link  between  gallstones  and  primary 
carcinoma  of  the  gallbladder. 

In  his  original  paper,  Maximilian  Stoll  de- 
scribed the  necropsy  findings  of  three  patients, 
and  suggested  the  association  between  calculous 
cholecystopathy  and  primary  carcinomas  of  the 
gallbladder.1  In  1931,  Evarts  Graham  stated  that 
gallstones  could  be  considered  to  be  a precan- 
cerous  condition.  More  recently  on  the  basis  of 
long-term  follow-up  of  526  documented,  non- 
operated  patients  with  cholelithiasis,  Lund  as- 
serted that  the  risk  of  developing  cancer  of  the 
gallbladder  was  1%  over  a 20-year  period.11 

Gallstones  produce  continuous  mechanical  ir- 
ritation which  can  result  in  ulceration,  scarring, 
and  proliferation  of  the  mucous  glands  in  the 
gallbladder.  These  non-specific  morphologic 
changes  are  presumed  to  provoke  dysplasia  of 
the  mucous  glands  which  gradually  evolves  into 
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TABLE  6 

HISTOLOGICAL  DIAGNOSIS 


Patients 

Macroscopic 

Cholelithiasis  56  (90%) 

Microscopic 

1.  Adenocarcinoma 

a)  Well  differentiated  51 

b)  Poorly  differentiated  5 

c)  Mucinous  4 

2.  Adeno-squamous  Cell  Carcinoma  1 

3.  Equamous  Cell  Carcinoma  1 

Total  62 

Number  of  Autopsies  21  (33%) 


metaplasia  and,  in  a later  stage,  into  a frank  neo- 
plasia.12 

Induction  of  tumors  of  the  gallbladder  in  guinea 
pigs  by  purely  mechanical  irritation  was  reported 
by  Kazama  in  192213  and  Petrov  and  Krotkina 
in  1927. 14  Fortner  and  Randall  placed  human 
gallstones  into  the  gallbladder  of  cats  and  then 
fed  the  cats  pills  containing  bile;  follow-up  to 
four  and  five  years  documented  carcinomatous 
changes.15  Other  studies  using  oral  preparations 
of  known  carcinogens  such  as  methyl-o-cholan- 
threne,  o-aminozotoluene  and  the  insecticide  ara- 
mite  produced  similar  results.9 

TABLE  7 

NEVIN’S  STAGING  (RETROSPECTIVE) 


Levels*  Patients 

I.  Intramucosal  2 

II.  Involvement  of  mucosa  and  muscularis 

mucosae  0 

III.  Involvement  of  all  layers  13 

IV.  Involvement  of  all  layers  plus  cystic 

lymph  node  0 

V.  Involvement  of  liver  or  metastases  to 

any  other  organ  43 

Unknown  4 
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TABLE  8 

DISTRIBUTION  OF  METASTASIS 


Liver 

21 

Lungs 

3 

Omentum 

8 

Heart 

2 

Lymphatics 

5 

Colon 

1 

Duodenum 

4 

Stomach 

1 

Biliary  duct 

3 

Breast 

1 

Pancreas 

3 

Peritoneum 

1 

Portal  area 

3 

Lumbar  spine 

1 

In  another  experiment, 

Kowalewski  and  Todd 

fed  dimethyl-nitrosamine 

to  68  hamsters 

which 

had  had  cholesterol  tablets  placed  into  their  gall- 
bladders. Malignant  changes  occurred  in  all;  only 
6%  of  the  control  group  (which  was  fed  the 
same  chemical  but  did  not  have  cholesterol  pellets 
inserted)  developed  carcinomatous  changes.16 

Modes  of  Spread 

The  embryology  of  the  gallbladder  and  its  com- 
mon developmental  variations  have  surgical  sig- 
nificance as  to  its  anatomic  relationships  with 
the  liver,  which  may  vary  from  a completely  intra- 
hepatic  localization  to  suspension  of  the  gallblad- 

TABLE  9 

SURVIVAL  FROM  DATE  OF  DIAGNOSIS 

Patients  level 


1 month  or  less  24  V 

2 months  24  III 

9 V 

3 months  1 HI 

4 V 

4 months  0 O 

5 months  1 V 

6 months  4 V 

Less  than  12  months  1 I 

1 III 

2 V 

Lsss  than  24  months  2 III 

Less  than  36  months  1 HI 


More  than  36  months  2 I 

Total  Patients  54 

Cases  found  on  autopsy  8 
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TABLE  10 

TREATMENT,  NEVIN’S  LEVEL,  SURVIVAL 


Treatment 

Nevin’s  Level 

Patients 

Mean  Months 
of  Survival 

None 

Surgical  exploration  and  biopsy 

V 

14 

1 

Found  at  autopsy 

V 

8 

0 

Surgery 

Cholecystectomy 

III 

1 

18 

V 

3 

2 

Unknown 

3 

4 

Cholecystectomy  and  liver  biopsy 

III 

4 

27 

V 

4 

1 

Unknown 

1 

1 

Cholecystectomy,  common  bile  duct  expl  and  biopsy 

1 

2 

60 

III 

6 

24 

V 

5 

3 

Cholecystectomy  and  Choledocoenterostomy 

ill 

1 

i 

V 

2 

2 

Surgery  Plus  Chemotherapy 

Cholecystectomy  plus  5 FU 

III 

1 

30 

V 

1 

n 

Cholecystectomy,  5 FU  plus  Choledocoenterostomy 

V 

1 

2 

Cholecystectomy,  5 FU  plus  Gastrectomy 

V 

1 

3 

Laparotomy,  5 FU 

V 

3 

4 

Laparotomy,  MTX 

V 

1 

2 

Nalotestin,  Cytoxan 

der  on  a short  mesentery  adjacent  to  the  cystic 

Total  of  Patients 

of  the  patients.  In 

62 

Fahim’s  series,  the  extrahe 

duct  and  artery. 

patic  biliary  system 

was  involved 

in  4%. 

Metastatic  dissemination  of  carcinoma  of  the 
gallbladder  occurs  by  contiguous  spread,  or  via 
lymphatic,  vascular  or  perineural  spread. 

In  a review  of  Fahim’s  work,  Adson  concurred 
that  when  spread  to  the  liver  occurs,  the  infiltra- 
tion of  the  liver  parenchyma  is  usually  localized.17 
While  in  a larger  series,  Vadheim18  and  Vait- 
tinien9  reported  that  the  extension  of  gallbladder 
carcinomas  into  the  liver  occurred  by  contiguity 
in  89%  of  their  patients. 

Involvement  of  the  pericholedochal  nodes,  the 
omentum  and  the  first  portion  of  the  duodenum 
were  found  in  25%  of  the  patients  of  the  series 
mentioned  above,  while  infiltration  and  fistuliza- 
tion  with  an  adjacent  organ  occurred  in  20% 


The  clinical  significance  of  the  venous  spread 
of  carcinoma  of  the  gallbladder  is  a current 
enigma.  The  venous  drainage  of  the  gallbladder 
is  directly  to  the  quadrate  and  caudate  lobes  of 
the  liver.  Invasion  of  vessels  by  the  malignancy 
in  areas  adjacent  to  the  tumor  mass  are  commonly 
reported  in  surgical  series;17  while  in  autopsy 
series,  metastases  to  the  distal  circulation  are  well 
documented,  as  well  as  the  predominance  of  dif- 
fuse hepatic  involvement.5’19 

Microscopic  perineural  spread  has  been  re- 
ported in  about  25%  of  the  cases.5 

Diffuse  intraperitoneal  spread,  a feature  com- 
mon with  other  visceral  carcinomas,  is  surprisingly 
rare  in  surgical  as  well  as  autopsy  series  of  pri- 
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mary  carcinoma  of  the  gallbladder.  Distant  dis- 
semination appears  only  after  extensive  liver  in- 
volvement.9’20 

Since  remote  and  widespread  metastases  seem 
to  be  late  developments  in  these  tumors,  it  is 
worthwhile  to  emphasize  that  careful  intraopera- 
tive assessment  of  any  extension  of  the  disease 
followed  by  a planned,  aggressive  surgical  inter- 
vention designed  to  achieve  complete  local  control 
is  likely  to  achieve  improved  results. 

Diagnosis 

The  rarity  with  which  the  diagnosis  of  primary 
carcinoma  of  the  gallbladder  is  made  at  an  early 
stage  is  a conspicuous  failure  in  human  on- 
cology.11 However,  the  diagnosis  may  be  enter- 
tained for  elderly  females  with  a long  history  of 
symptoms  related  to  the  biliary  system  who  pre- 
sent with  a recent  change  in  frequency  or  severity 
of  pain,  or  a right  quadrant  mass,  or  the  general 
non-specific  symptoms  of  a malignancy;  generally 
by  the  time  these  features  are  present  the  disease 
is  usually  advanced. 

We  concur  with  Alboores-Saavedra12  that  an 
essential  step  in  diagnosing  this  tumor  in  its  early 
stages  is  for  the  pathologist  to  become  familiar 
with  the  precursor  morphologic  lesions  of  invasive 
gallbladder  carcinoma.12 

Other  laboratory  and  radiological  investiga- 
tions are  also  of  little  help  in  establishing  the  diag- 
nosis. 

Cytological  studies  of  aspirated  duodenal  juice, 
particularly  after  the  injection  of  cholecystokinin, 
may  help  in  the  diagnosis,  providing  that  the 
extra-hepatic  ducts  remain  open.5 

In  a single  case,  Levrat  established  the  diag- 
nosis by  laparoscopy.21  Ogoshi  was  able  to  diag- 
nose two  patients  with  carcinoma  of  the  gall- 
bladder preoperatively  by  endoscopic  retrograph 
cholangiopancreatography  (ERCP ) .22 

The  plain  films  of  the  abdomen  may  demon- 
strate gas  in  the  center  of  the  gallbladder  mass, 
suggesting  a fistulization  of  the  lesion  into  the 
digestive  tract.  The  gallbladder  is  seldom  visu- 
alized by  oral  cholecystogram  when  it  is  affected 
by  a malignant  lesion;23  but  in  those  rare  occa- 
sions when  cholecystography  is  successful, 


changes  in  the  gallbladder  wall,  such  as  filling 
defects  and  poor  or  non-contraction  of  the  organ 
when  stimulated  by  cholecystokinin,  have  been 
described.1 

Angiography  with  selective  hepatic  artery  cathe- 
terization and  cagnification  radiographs  has  been 
recommended  for  a selected  group  of  patients; 
ie,  those  more  than  50  years  old  with  long  stand- 
ing symptoms  of  gallbladder  disease  who  have 
undergone  an  unexplained  but  definite  change  on 
their  symptoms.5  Angiographic  findings  such  as 
enlargement  of  the  cystic  artery,  abnormal  vessels 
in  the  wall  of  the  gallbladder  with  luminal  ir- 
regularities and  vascular  lakes,  increased  thickness 
of  the  wall  of  the  gallbladder  and  displacement 
of  adjacent  hepatic  and  portal  vessels  suggest  the 
preoperative  diagnosis  of  malignancy  and  also 
may  provide  clues  to  the  extent  of  the  disease. 

The  role  of  ultrasonography  and  computerized 
axial  tomography  are  still  undefined.28  Increased 
experience  may  demonstrate  that  these  new  diag- 
nostic tools  are  valuable  in  achieving  early  diag- 
nosis. 

Due  to  the  vagaries  of  its  clinical  presentation 
and  the  non-specific  laboratory  or  radiological 
findings,  the  correct  preoperative  diagnosis  of 
primary  carcinoma  of  the  gallbladder  is  at  present 
seldom  made. 

Therapeutic  Considerations 

It  is  estimated  that  15  million  people  harbor 
gallstones  in  the  United  States,24  while  annually 
6,500  deaths  are  due  to  primary  carcinoma  of  the 
gallbladder;5  it  can  be  readily  appreciated  that 
prophylaxis  by  surgical  removal  of  all  calculous 
gallbladders  is  impractical.  However,  the  follow- 
ing considerations  are  pertinent. 

The  greatest  incidence  of  gallbladder  malig- 
nancy is  during  the  fifth  decade  of  life  and  the 
incidence  seems  to  increase  by  1 to  2%  per  year 
in  patients  with  calculous  cholecystopathy.  As 
the  risk  of  dying  as  a consequence  of  an  elective 
cholecystectomy  at  any  age  is  as  low  as  0.5%, 7 
there  is  justification  for  recommending  the  re- 
moval of  the  diseased  gallbladder  in  these  patients 
age  50  or  older  whenever  the  diagnosis  is  docu- 
mented in  a reasonably  fit  patient  with  even  mild 
symptoms.  Currently,  the  decision  for  elective 
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cholecystectomy  is  largely  governed  by  the  knowl- 
edge of  the  severe  noncancerous  complications  of 
gallstones  rather  than  for  the  prevention  of  carci- 
noma of  the  gallbladder. 

Surgical  Procedures 

As  with  other  tumors,  accurate  diagnosis  and 
anatomical  staging  is  essential  for  acquisition  of 
knowledge  and  adequate  treatment  of  the  carci- 
noma of  the  gallbladder.  While  cholecystectomy 
alone  can  cure  Level  I and  Level  II  carcinomas 
(Nevin’s  classification),  such  limited  treatment 
will  fail  to  cure  patients  with  more  advanced 
forms  of  the  disease.  It  appears  likely  that  a 
lack  of  staging  has  in  the  past  led  to  insufficient 
surgical  therapy  and  the  subsequent  disappointing 
cure  rate. 

Adequately  planned  radical  excision  to  com- 
pletely eradicate  local  disease  including  areas 
of  lymphatic  drainage,  resection  of  adjacent  liver 
and  any  involved  ducts  and  adherent  neighboring 
structures  has  probably  been  infrequently  per- 
formed. Rather,  one  of  these  important  aspects 
has  been  stressed  with  insufficient  concern  for  the 
others.  Adson  has  pithily  summarized  this  at- 
titude, stating  that  patients  fall  into  two  major 
groups — “the  untreated  and  the  undertreated.”17 

In  his  extensive  review,  Vaittinien  found  that 
28.7%  of  his  patients  had  removal  of  all  micro- 
scopic tumors  tissues  by  “en  bloc”  excision  of 
the  carcinoma.22  Of  the  4,568  patients  he  re- 
viewed, only  3%  had  cholecystectomies  plus  re- 
section of  contiguous  liver;  and  1.2%  had  con- 
current lymph  node  dissection.  Surgical  mortality 
was  14%,  and  the  five-year  survival  was  6.9%. 
In  Gerst’s  series,  five-year  survival  was  3 2%, 25 
while  in  the  Finnish  report,  it  was  40.5%  after 
“curative”  operations.22  After  reviewing  the  data 
Vaittinien  concluded  that  “en  bloc”  resection  of 
the  liver  with  5 cms  of  margin  could  be  a cura- 
tive procedure.  He  also  established  the  reliability 
and  benefit  of  frozen  section  techniques  in  ascer- 
taining the  margins  of  resection  clear  of  tumor. 

In  1947,  Thorek  reported  “a  propos”  of  dis- 
cussing a case  of  primary  squamous  cell  carci- 
noma of  the  gallbladder,  that  wide  liver  resection 
for  tumors  was  not  new.26  C.  Langenbuch  in 
1888  performed  the  first  reported  successful 
partial  hepatic  resection  for  a tumor  located  in 


the  left  lobe  of  the  liver;  but  Thorek  referred  to 
Keen,  who  in  1 899  removed  a portion  of  the  liver 
for  a cystoadenoma  of  biliary  origin,  as  the  initial 
event  that  stimulated  the  63  subsequent  successful 
cases  of  liver  resections  for  various  reasons,  in- 
cluding tumors.  He  went  further  and  summarized 
36  collected  reports  in  which  the  gallbladder  and 
contiguous  liver  substance  had  been  removed  be- 
cause of  direct  tumorous  infiltration  or  isolated 
hepatic  metastasis.  The  operative  mortality  rate 
was  13.8%,  local  recurrence  appeared  in  38.8%, 
and  survival  at  one  year  or  more  was  19.4%. 

Second-look  operations  performed  four  to  six 
months  after  the  original  surgery  in  search  for 
excisable  local  recurrences  have  been  proposed 
by  Moreno-Castellanos.27  The  lack  of  a large 
series  to  evaluate  the  efficacy  of  this  approach  and 
the  possibility  of  a biochemical  specific  tumor 
marker  yet  to  come,  militates  against  any  increase 
in  popularity  of  this  view.  Nevertheless,  in  cer- 
tain selected  cases  this  approach  may  be  clinically 
sound. 

As  the  greatest  incidence  of  this  malignancy 
occurs  in  the  older  decades  of  life,  the  success 
rate  of  these  formidable  curative  resections  which 
carry  on  with  many  physiological  alterations  is 
influenced  by  such  factors  as  the  patient’s  general 
condition,  the  dissemination  of  tumors  beyond 
fields  of  anatomical  dissection  and  the  surgeon’s 
skill  and  commitment,  and  access  to  facilities 
familiar  with  the  care  of  the  critically  ill. 

As  with  other  solid  tumors,  chemotherapy, 
radiotherapy,  and  immunotherapy  have  added 
little  to  longevity  after  the  diagnosis  of  carcinoma 
is  established  or  to  the  prevention  of  symptomatic 
recurrence.5 

Conclusions 

As  in  many  other  series,1-5’20  our  group  of  pa- 
tients showed  us  to  have  had  little  success  in  the 
early  diagnosis  of  carcinoma  of  the  gallbladder, 
as  its  signs  and  symptoms  are  indistinguishable 
from  the  manifestations  of  benign  biliary  disease 
and  there  is  no  helpful  reliable  laboratory  aid. 
Patients  who  came  to  surgery  for  suspected 
malignancy  had  advanced  disease  and  rapidly  de- 
teriorated. Patients  with  long  survival  were  diag- 
nosed at  an  early  stage,  surgery  being  done  for  a 
seemingly  noncancerous  condition. 
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From  analysis  of  the  surgeons’  notes,  it  seems 
that  only  feeble  efforts  were  made  to  tailor  the 
magnitude  of  the  surgical  resection  to  a precise 
determination  of  the  tumor  invasion.  Possibly 
the  low  cure  rate  for  patients  who  have  undergone 
major  resection  and  the  fact  that  many  were  ob- 
viously beyond  surgical  cure  at  laparotomy,  has 
led  to  pervasive  surgical  pessimism;  the  reports, 
however,  of  Gerst  and  Vaittinen  should  stimulate 
greater  enthusiasm  for  the  role  of  surgery  in  the 
control  of  gallbladder  carcinoma,  since  at  the 
present  there  are  no  other  practical  alternatives. 
The  work  of  Nevin2  should  provide  the  basis  for 
staging  of  the  disease  since  in  the  absence  of  the 
precise  levels  of  invasion  there  is  little  statistical 
evidence  to  support  the  view  that  one  therapeutic 
approach  is  better  than  another. 

We  consider  it  ethically  appropriate  to  suggest 
or  support  the  development  of  a cooperative 
multicenter  controlled  clinical  randomized  trial 
with  at  least  the  following  ingredients:  compar- 
able groups  of  patients,  surgical  teams  of  com- 
parable quality  and  reliability,  and  continuous 
monitoring  of  the  protocol  with  provision  for 
termination  of  all  or  any  part  of  the  study  if  un- 
equivocal benefit  or  hazard  is  demonstrated.  Such 
a study  should  provide  sufficient  data  to  point 
the  way  to  the  most  appropriate  therapy  of  car- 
cinoma of  the  gallbladder. 
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Going  home. 

It’s  powerful  medicine. 

Sometimes  going  home  from  the  hospital  to  recuperate 
is  the  best  medicine  there  is.  We  can  help  by  sending 
qualified  health  care  specialists  home  with  you,  for  as 
long  as  you  need  them.  Call  UPIOHN  HEALTHCARE 
SERVICESSM,  when  you’re  ready  to  go  home. 


Telephone:  656-2551 


UPJOHN 
HEALTHCARE 
SERVICES sM 

2319  Pennsylvania  Avenue 
Wilmington,  DE  19806 
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LYME  DISEASE:  A NEW  TICK- TRANSMITTED 
ILLNESS  NOW  RECOGNIZED  IN  DELAWARE 


James  H.  Newman,  M.D. 


Introduction 

Lyme  disease  is  a recently  described  inflamma- 
tory multi-system  disease  transmitted  by  the  tick, 
Ixodes  dammini.  One  child  is  known  to  have 
acquired  the  illness  at  a camp  outside  Wilmington. 
Other  cases  have  been  reported  in  southern  New 
Jersey  and  eastern  Maryland.  Thus,  Delaware 
physicians  should  be  aware  of  the  clinical  mani- 
festations. The  following  is  a review  of  this 
unique  illness. 

Lyme  disease  is  a recently  described  inflam- 
matory illness  transmitted  by  the  small  tick  Ixodes 
dammini}-*  The  disorder  is  characterized  by  a 
distinctive  skin  lesion,  erythema  chronicum  mi- 
grans  (ECM),4  associated  constitutional  symp- 
toms, and  may  be  followed  by  subsequent  car- 
diac,5 neurologic,6  and/or  arthritic  complica- 
tions.4’7’8 The  later  manifestations  of  the  disease 
appear  to  be  immune-mediated.912 

The  initial  discovery  of  this  unique  illness  was 
made  by  Allen  Steere,  M.D.,  Assistant  Professor 
of  Medicine  at  Yale  University.  He  investigated 
an  outbreak  of  pauci-articular  arthritis  in  the 
communities  of  Lyme,  Old  Lyme,  and  East  Had- 
dam  in  eastern  Connecticut  during  the  winter  of 
1975-76  and  found  that  one-quarter  of  the  pa- 
tients had  a preceding  skin  lesion  compatible  with 
erythema  chronicum  migrans.1  The  following 
summer  he  organized  a prospective  study  in  which 
he  identified  and  studied  the  various  facets  of  this 
illness.  This  prospective  study  is  now  in  its  fifth 
year;  more  than  400  patients  have  now  been  seen 
in  his  research  clinic. 

Dr.  Newman,  a rheumatologist  in  private  practice  in  Wilmington, 
Delaware,  participated  in  clinical  research  of  Lyme  Disease  while 
a post  doctoral  Fellow  at  Yale  University. 
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Lyme  disease  is  common  along  coastal  New 
England  from  Cape  Cod  and  its  off-shore  islands 
to  the  north  shore  of  Long  Island.3  Cases  have 
also  been  reported  from  the  New  Jersey  shore, 
northern  Delaware,  and  eastern  Maryland.  A few 
patients  have  been  described  in  areas  of  Wiscon- 
sin, California  and  Oregon.  This  distribution 
corresponds  to  the  distribution  of  the  minute 
Ixodid  tick  which  is  thought  to  transmit  the  dis- 
ease. In  the  Lyme,  Connecticut,  area  where 
awareness  of  the  disease  is  greatest,  the  incidence 
is  greater  than  two  patients  per  100  population.3 
Many  physicians  practicing  outside  New  England 
have  reported  Lyme  disease  in  their  patients  who 
had  returned  from  a trip  to  the  endemic  area. 

Not  everyone  bitten  by  Ixodes  dammini  de- 
velops Lyme  disease,  but  of  those  who  do,  about 
75%  have  a distinctive  skin  lesion,  erythema 
chronicum  migrans  (ECM).4  Since  there  are  no 
diagnostic  laboratory  tests  for  Lyme  disease,  iden- 
tification of  the  skin  lesion  is  the  best  clinical 
marker  for  the  illness.  The  skin  lesion  typically 
occurs  within  three  to  20  days  after  the  bite. 
It  starts  as  a papule  with  a flat  or  slightly  raised 
erythematous  edge.  The  lesion,  which  slowly  ex- 
pands, may  be  mildly  pruritic,  burning,  tender  or 
asymptomatic.  It  can  reach  gigantic  proportions; 
a diameter  of  40  cm  is  not  unusual.  Although 
a single  lesion  is  common,  many  patients  develop 
multiple  secondary  lesions.  These  do  not  rep- 
resent multiple  bites.  Evanescent  lesions  may 
occur  as  the  initial  lesion  is  fading.  There  are 
no  mucosal  lesions.  This  phase  of  the  illness 
typically  lasts  three  to  four  weeks. 

Symptoms  associated  with  ECM  include  fever, 
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chills,  headache,  stiff  and  painful  neck  and  back, 
arthralgias,  sore  throat,  nausea  and  vomiting.4 
These  symptoms  may  be  intermittent  or  constant 
while  the  skin  lesion  is  present.  Arthritis,  char- 
acterized by  true  joint  inflammation,  is  rare  at 
this  stage.  Fatigue  is  prominent  and  the  most 
durable  symptom,  resembling  that  seen  in  infec- 
tious mononucleosis.  Aside  from  the  skin  lesion, 
the  physical  examination  is  non-specific  during 
the  acute  illness;  regional  or  generalized  lympha- 
denopathy  is  the  only  common  finding. 

Erythema  chronicum  migrans  occurs  from  late 
May  to  early  November,  with  its  greatest  preva- 
lence in  June  and  July.2-4  There  is  no  age  or  sex 
predilection. 

Laboratory  examination  during  ECM  often 
shows  an  elevated  erythrocute  sedimentation  rate 
and  occasionally,  transient  rises  in  SGOT.4  The 
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CBC,  urinalysis,  and  creatinine  are  usually  nor- 
mal; the  latex  fixation,  usually  negative;  and  ANA 
(antinuclear  antibodies)  usually  not  present. 

Approximately  half  of  the  patients  with  Lyme 
disease  have  serum  cryoglobulins  containing 
IgM.11  The  presence  of  this  cryoprotein  corre- 
lates with  an  elevated  serum  IgM  level.  These 
seem  to  be  predictive  of  those  patients  who  will 
develop  subsequent  immune-mediated  sequelae. 
(Serum  complement  is  usually  normal  or  ele- 
vated.) 

Circulating  immune  complexes10-12  detected  by 
the  Clg  binding  assay,  and  fibrinopeptide  A,13 
an  excellent  indicator  of  inflammation,  have  been 
detected  in  the  sera  of  most  patients  with  ECM 
and  indicate  underlying  immuno-pathophysiology. 
These  tests  are  not  generally  available  at  the 
present  time  in  most  clinical  laboratories. 
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Subsequent  abnormalities  may  involve  the 
heart,  nervous  system  and  joints.  Cardiac  mani- 
festations including  fluctuating  degrees  of  A-V 
block-up  to  complete  heart  block  and  myoperi- 
carditis  occur  in  about  8%  of  patients  within  two 
months  after  onset  of  ECM.5  An  occasional  pa- 
tient will  show  cardiomegaly  on  chest  x-ray  or 
have  an  S3  on  examination.  Multiple  gated  blood 
pool  scans  of  the  cardiac  cycle  have  sometimes 
shown  slightly  depressed  ejection  fractions. 

About  10%  of  patients  develop  nervous  sys- 
tem involvement  within  several  months  after  these 
skin  lesions.0  Meningoencephalitis  with  severe 
headache,  fever,  meningismus,  disordered  think- 
ing, moderate  CSF  pleocytosis  and  abnormal  EEG 
are  the  most  common  findings.  Cranial  nerve 
palsies,  particularly  Bell’s  palsy,  as  well  as  motor 
or  sensory  radiculopathies  are  also  common. 

The  most  common  later  finding  is  recurrent 
attacks  of  mono-  or  pauci-articular  inflammatory 
arthritis  in  about  50%  of  patients.1'4  An  episode 
typically  lasts  a few  weeks,  but  may  linger  for 
months.  Although  the  arthritis  may  develop  soon 
after  the  skin  lesions,  the  initial  episode  usually 
presents  months  later,11  and  may  develop  as  long 
as  four  years  after  ECM. 

The  arthritic  symptoms  usually  appear  suddenly 
and  may  be  precipitated  by  strenuous  exercise. 
The  joint  is  quite  warm  to  the  touch;  swelling  in 
excess  of  pain  is  present.  The  knee  is  most  com- 
monly involved.  Popliteal  cysts  may  develop  and 
rupture,  causing  calf  swelling  that  may  mimic  acute 
thrombophlebitis.  The  synovial  fluid  is  inflam- 
matory with  a median  WBC  of  25,000  cells  (85% 
PMNS);  protein  is  elevated;  glucose  and  comple- 
ment are  usually  not  disproportionately  low.  The 
synovial  pathology  is  non-specific,  typical  of  that 
seen  in  inflammatory  arthritis  such  as  rheumatoid 
arthritis.4’7’8 

Ten  patients  with  Lyme  arthritis  have  de- 
veloped chronic  synovitis  in  a knee  joint  which 
persisted  longer  than  12  months.7  Five  of  them 
underwent  synovectomy.  At  operation,  pannus 
formation  and  cartilage  erosion  were  present.  The 
ten  patients  were  evaluated  serologically  for  D- 
locus  HLA  antigens  at  Rockefeller  University  al- 
though previous  studies  had  failed  to  identify  an 
HLA  association  for  Lyme  disease.  Seven  were 


HLA-DRW2  positive  compared  to  22%  in  a con- 
trol population,  suggesting  a genetic  susceptibility 
to  Lyme  disease,  at  least  in  patients  with  chronic 
synovitis. 

Treatment  of  the  various  facets  of  Lyme  dis- 
ease includes  aspirin  or  a non-steroidal  anti-in- 
flammatory drug  such  as  Indomethacin.  Patients 
with  complete  heart  block  or  meningoencephalitis 
have  sometimes  been  treated  with  prednisone  40 
mg  daily  in  divided  doses,  usually  with  an  ex- 
cellent response.  Because  they  are  usually  self- 
limited, episodes  of  arthritis  are  best  managed 
conservatively  with  aspirin  or  Indomethacin,  and 
decreased  weight  bearing.  However,  it  is  some- 
times necessary  to  drain  the  knee  and  inject  intra- 
articular  steroid.  Systemic  corticosteroids  are  not 
recommended.  Because  of  the  tendency  for  this 
disease  to  remit,  we  do  not  advocate  synovectomy 
unless  the  synovitis  has  been  persistent  and  un- 
responsive to  therapy  for  longer  than  12  months. 

We  recently  analyzed  our  cumulative  experi- 
ence with  the  effect  of  penicillin  (250  mg  QID  for 
7 to  10  days)  or  tetracycline  (250  mg  QID  for 
7 to  10  days)  on  ECM  and  its  sequelae.14  Ery- 
thema chronicum  migrans  and  its  associated  symp- 
toms responded  promptly  to  these  antibiotic 
regimens.  Although  the  cardiac  and  neurologic 
complications  seemed  to  occur  whether  antibio- 
tics were  given  or  not,  patients  who  received  anti- 
biotics had  a significantly  decreased  incidence 
of  subsequent  arthritis,  so  we  are  currently  recom- 
mending one  of  these  antibiotics  for  patients  with 
active  ECM. 

Summary 

The  overall  prognosis  in  Lyme  disease  is  good. 
It  appears  to  be  caused  by  a penicillin  sensitive 
agent  transmitted  by  Ixodes  dammini.  The  agent 
seems  capable  of  eliciting  an  immune  response 
(as  measured  by  cryoglobulins,  immune  com- 
plexes, abnormalities  of  serum  immunoglobulins, 
and  increase  in  the  ESR)  that  may  result  in  multi- 
system disease  and  eventual  localization  in  joints. 
Since  the  vector  of  the  disease,  the  tick,  is  known, 
a full  understanding  of  the  etiology  and  patho- 
genesis should  be  forthcoming.  With  this  further 
information,  we  may  begin  to  have  a broader 
understanding  of  not  only  Lyme  disease  but  its 
close  relatives,  the  inflammatory  arthritides. 
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GUIDELINES  FOR  HYPOGLYCEMIC 
TREATMENT  IN  THE  MATURITY- 
ONSET  TYPE  DIABETIC* 

Background 

The  continuing  controversy  over  the  last  ten 
years  surrounding  the  findings  of  the  University 
Group  Diabetes  Program  (UGDP)  has  resulted 
in  a morass  of  analyses,  re-evaluations,  rebuttals, 
statistical  logistics,  and  confusion  on  the  part  of 
interested  observers.  The  latter  unfortunately 
include  physicians  who  must  make  therapeutic 
decisions  concerning  management  of  maturity-on- 
set (non-ketotic  or  non-insulin-dependent)  dia- 
betic patients  and  particularly,  the  appropriate 
use  of  oral  anti-diabetic  agents  ie,  sulfonylureas 
in  the  United  States)  in  these  individuals. 

The  UGDP  study  was  designed  to  evaluate  the 
effectiveness  of  blood  glucose  control  in  preven- 
tion or  mitigation  of  the  chronic  vascular  compli- 
cations in  non-ketotic  diabetes.  Conclusions  of 
the  study  included:  1)  Diet  therapy  and  tolbuta- 
mide were  no  more  effective  than  diet  alone  in 
prolonging  life;  2)  The  incidence  of  cardiovas- 
cular deaths  was  higher  in  the  tolbutamide-plus- 
diet  group  than  in  the  groups  treated  with  diet 
alone,  or  diet  plus  insulin.  Overall  death  rates 
from  all  causes  were  not  statistically  different 
among  the  treatment  groups.  The  results  have 
been  widely  challenged.  Certain  aspects  of  the 
study  were  discontinued  prior  to  the  scheduled 
endpoint  because  of  the  emerging  pattern  of  car- 
diovascular deaths  in  the  groups  treated  with  oral 
agents.  In  the  decade  subsequent  to  the  first 
publication  of  the  UGDP  results,  lively  debate 
over  many  aspects  of  the  study  has  ensued. 
Major  points  of  contention  include  study  design 
(eg,  baseline  data,  assignment  to  experimental 
groups,  inherent  biases)  and  the  inappropriate- 
ness and  irrelevance  of  certain  treatment  patterns 
when  judged  by  1979  therapeutic  standards.  The 

*This  report  was  adopted  by  the  AMA  House  of  Delegates  at  the 
December  1979  Interim  Meeting.  It  is  not  intended  to  serve  as 
a standard  of  medical  care:  standards  of  medical  care  which  are 
determined  locally  and  are  constantly  subject  to  change  are  estab- 
lished on  the  basis  of  all  the  several  facts  of  the  several  facts  of 
the  individual  case. 
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continuing  controversy  maintains  the  present-day 
dilemma.  It  must  be  concluded  that  the  issue  of 
potential  cardiotoxicity  of  sulfonylurea  drugs  re- 
mains unresolved.  Large  expenditure  of  scientific 
effort  has  yielded  neither  unequivocal  support  nor 
refutation  of  the  cardiotoxicity  issue,  although 
views  have  been  offered  on  both  sides  by  highly 
respected  scientists.1'8  The  American  Diabetes 
Association  (ADA)  has  also  published  a reassess- 
ment of  its  position  on  this  issue.9 

It  was  within  this  context  of  controversy  that 
the  AMA  Council  on  Scientific  Affairs  appointed 
an  Advisory  Panel  on  Oral  Hypoglycemic  Drugs 
to  develop  guidelines  for  the  use  of  these  agents 
by  the  practicing  physician.  The  guidelines  here 
presented  are  subject  to  debate  and  possibly  re- 
jection by  some  practitioners.  They  show  areas 
of  agreement  and  disagreement  within  this  dis- 
tinguished panel  of  consultants,  and  they  are  in- 
tended to  provide  a basis  for  judgment,  to  be 
modified  by  the  flexible  interpretations  of  charac- 
teristics as  appropriate  in  individual  patient  care. 
Factors  such  as  age,  weight,  presence  and  severity 
of  symptoms  and  physical  disabilities,  socioeco- 
nomic circumstances,  lifestyle,  and  (after  discus- 
sion with  the  patient)  his  preference  and  antici- 
pated compliance  also  are  clearly  important  con- 
siderations in  management.  While  the  Panel  is 
essentially  in  agreement  with  the  conclusions  of 
the  above-mentioned  ADA  statement,  the  follow- 
ing guidelines  were  developed  independently  and 
offer  additional  recommendations. 

Guidelines 

The  Council  on  Scientific  Affairs  recommends 
the  following  guidelines  in  the  treatment  of  non- 
insulin dependent  (maturity  onset  type  of  non- 
ketotic) diabetes: 

1.  The  Obese  Diabetic 

Weight  reduction  is  the  treatment  of  choice  in 
the  obese  non-ketotic  diabetic.  A trial  of 
weight  reduction  and  exercise  is  usually  ap- 
propriate before  initiating  any  form  of  hypo- 
glycemic therapy.  Weight  reduction  not  only 
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controls,  but  reverses  the  diabetic  state.  Beta 
cell  function  is  usually  improved,  and  sensi- 
tivity to  insulin  is  increased.  A simple  dietary 
trial  is  generally  employed  for  a few  weeks  to 
several  months,  but  certain  factors  may  modify 
this  goal.  The  physician  may  choose  to  extend 
the  trial  if  the  patient  is  asymptomatic,  has 
mild  hyperglycemia,  is  greatly  obese  or  elderly. 
The  trial  of  diet  therapy  alone  may  be  short- 
ened or  even  eliminated  if  the  patient  is  lean 
or  near  ideal  body  weight,  if  hyperglycemia  is 
moderate  to  severe,  or  if  the  patient  is  bothered 
by  any  of  a variety  of  symptoms:  polyuria, 
polydipsia,  refractive  errors,  distal  neuropathy, 
or  recurrent  infections.  Continued  efforts  at 
dietary  management  always  accompany  use  of 
any  blood  sugar-lowering  agent. 

2.  The  Symptomatic  Diabetic 

Lowering  hyperglycemia  is  unquestionably  ef- 
fective in  reducing  complications  caused  by 
hyperosmolarity  (eg,  polyuria,  polydipsia,  lens 
swelling,  hyperosmolar  coma)  and  is  generally 
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thought  to  reduce  the  risk  of  certain  infections, 
neuropathy,  microvascular  disease,  and  hyper- 
lipoproteinuria.  However,  there  remains  con- 
siderable debate  about  the  original  question 
posed  by  the  UGDP,  the  influence  of  close 
control  of  blood  glucose  in  prevention  of  long- 
term cardiovascular  complications  of  diabetes. 
Evidence  is  encouraging  for  prevention  or  de- 
lay of  microvascular  complications  of  nephro- 
pathy and  retinopathy,  but  no  conclusive  evi- 
dence (positive  or  negative)  is  available  con- 
cerning the  effects  of  blood  glucose  control  on 
macrovascular  disease,  where  multifactorial 
etiologies  are  more  likely.  The  degree  of  con- 
trol of  hyperglycemia  to  be  sought  by  diet  and 
drug  therapy  is,  therefore,  dependent  upon 
several  contingencies  and  the  uncertain  assess- 
ment of  long-term  gains. 

3.  Asymptomatic  Diabetics 

Additional  therapy  in  asymptomatic  patients  is 
generally  appropriate  when  diet  therapy  alone 
has  failed  to  control  hyperglycemia,  and  the 
fasting  blood  glucose  remains  above  200  mg/ 
dl.  However,  with  the  younger  and  leaner 
patient,  drug  therapy  (insulin  or  oral  agent) 
is  appropriately  initiated  with  a milder  hyper- 
glycemia, and  the  goal  of  therapy  is  likely  to 
be  more  stringent.  In  older  or  obese  patients 
the  opposite  is  true. 

Patients  who  demonstrate  abnormal  glucose 
tolerance  but  are  euglycemie  in  the  fasting 
state  are  not  treated  with  a blood  glucose- 
lowering  agent,  but  are  generally  managed  by 
diet  and  exercise  alone. 

If  a trial  of  diet  therapy  alone  has  failed  to 
control  hyperglycemia  and  the  patient  is  symp- 
tomatic (eg,  polyuria,  polydipsia,  refractive 
errors,  neuropathy,  recurrent  infections),  treat- 
ment with  a blood  glucose-lowering  agent  is 
usually  added  to  the  dietary  regimen. 

In  the  absence  of  definitive  evidence  to  the 
contrary,  it  is  reasonable  to  attempt  to  ap- 
proach homeostasis  and  consider  euglycemia 
the  ideal  goal.  In  practical  terms,  this  means 
that  therapy  is  directed  toward  providing  the 
maximum  margin  of  protection  compatible 
with  safety  from  hypoglycemia.  A satisfactory 
degree  of  control  may  be  difficult  to  attain  in 
patients  who  are  uncooperative  with  the  regi- 
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men  of  dietary  control  and  exercise  or  who 
are  relatively  unresponsive  to  drug  therapy. 
The  goal  of  euglycemia  might  appropriately  be 
relaxed  in  patients  burdened  with  cardiovas- 
cular disease,  wherein  hypoglycemia  might  be 
more  dangerous,  and  in  those  of  advanced  age, 
who  would  not  be  expected  to  derive  great 
benefit  from  long-term  advantages  of  strict 
control  of  hyperglycemia. 

4.  Selection  of  Blood  Glucose-Lowering  Agent 

Both  insulin  and  sulfonylureas  should  remain 
options  in  the  treatment  of  non-insulin-depen- 
dent  diabetes  when  a blood  glucose-lowering 
agent  is  deemed  necessary.  Insulin  is  con- 
sidered the  most  effective  hypoglycemia  agent, 
but  an  oral  drug  may  be  preferred  in  a given 
patient  depending  on  several  faotors.  For 
instance,  insulin  is  used  more  often  in  lean, 
less  often  in  obese  patients.  In  the  presence 
of  cardiovascular  risk  factors,  some  experts 
would  modify  the  therapeutic  decision  in  favor 
of  insulin,  because  of  potential  cardiotoxicity 
of  oral  agents.  The  likelihood  of  non-compli- 
ance with  an  insulin  injection  regimen  would 
favor  choice  of  an  oral  agent.  It  should  be 
recognized  that  maturity-onset  type  diabetes 
also  occurs  in  younger  people  and  such  pa- 
tients may  respond  to  oral  agents. 

When  oral  agents  are  utilized  and  found  to  be 
ineffective,  either  initially  or  secondarily  (ie, 
presence  of  substantial  fasting  hyperglycemia), 
insulin  is  substituted.  Oral  agents  in  general 
should  not  be  used  in  pregnant  patients  be- 
cause the  drugs  cross  the  placental  barrier 


freely;  in  ketosis-prone  diabetics;  in  ketosis- 
resistant  diabetics  with  impaired  renal  or  hepa- 
tic function;  or  in  the  presence  of  complica- 
tions such  as  infection,  shock,  or  surgery. 
Oral  hypoglycemic  drugs  should  not  be  ad- 
ministered in  combination  with  insulin. 
Patients  taking  either  insulin  or  oral  agents  are 
re-evaluated  on  a regular  basis;  if  blood  glu- 
cose is  within  acceptable  limits,  a trial  period 
without  drug  therapy  is  attempted  at  intervals. 

The  panel  of  consultants  who  prepared  this 
statement  for  the  Council  on  Scientific  Affairs 
of  the  American  Medical  Association  include: 


John  Canary,  M.D.,  Chairman 

Karl  Engelman,  M.D. 

Stefan  S.  Fajans,  M.D. 

Ray  W.  Gifford,  Jr.,  M.D. 

Ernest  M.  Gold,  M.D. 

Richard  Pellegrino,  M.D. 

O.  Peter  Schmachr,  M.D.,  Ph.D. 

Kelly  West,  M.D. 

Carol  Proudfit,  Ph.D.,  Secretary 
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ANTENATAL  DIAGNOSIS  OF 
SICKLE  CELL  DISEASE 

James  R.  Jones,  M.D.,  is  Professor  and  Chair- 
man of  the  Department  of  Obstetrics  and  Gyne- 
cology of  the  Rutgers  Medical  School,  New  Jer- 
sey. This  article  was  adapted  from  part  of  a 
presentation  to  the  Department  of  Obstetrics  and 
Gynecology  at  the  Wilmington  Medical  Center. 

Recombinant  DNA  methods  have  been  most 
useful  in  increasing  our  understanding  of  heredi- 
tary hemoglobinopathies.  Studies  have  shown 
that  digestion  of  human  DNA  with  the  restriction 
enzyme  Hpa  I yields  the  normal  y3A-globin  gene 
in  a fragment  that  is  7.6  kilobases  (kb)  in  length. 
When  DNA  from  a large  percentage  of  Afro- 
Americans  with  sickle  cell  anemia  is  digested  with 
Hpa  I the  ygs-globin  occurs  in  a fragment  that  is 
13  kb  in  length.  This  difference  in  size  of  the 
Hpa  I fragments  is  the  result  of  a change  in  the 
DNA  sequence  at  a site  approximately  5,000 
bases  from  the  3’  end  of  the  ygs-globin  gene.  Thus, 
in  a large  segment  of  the  sickle  population  there 
are  two  known  mutations;  one  in  the  y3s-globin 
gene  (in  which  the  codon  GAG  (G,  guanine  A, 
adenine)  that  codes  for  glutamic  acid  is  replaced 
by  GUG  (U,  uracil)  that  codes  for  valine)  and  a 
second  mutation,  not  in  the  globin  gene,  but  ad- 
jacent to  it.  This  adjacent  DNA  mutation  (tightly 
linked  to  the  ygs-globin  and  altering  the  Hpa  I 
recognition  site  giving  rise  to  the  larger  13  kb 
DNA  digestion  fragment)  is  referred  to  as  poly- 
morphism. 

By  utilizing  this  Hpa  I polymorphism  associated 
with  the  ^-globin  gene  it  is  possible  to  diagnose 
sickle  cell  anemia  antenatally  by  the  relatively 
safe  and  simple  procedure  of  amniocentesis.  We 
carried  out  Hpa  I digestion  studies  on  the  DNA 
extracted  from  the  leukocytes  of  the  parents  and 
the  amniotic  fluid  cells  obtained  by  amniocentesis 
in  twelve  at-risk  pregnancies  between  the  14th 
and  18th  week  referred  to  the  Department  of  Ob- 
stetrics and  Gynecology  of  the  Rutgers  Medical 
School.  These  studies  excluded  the  diagnosis  of 
fetal  ft*  homozygosity  in  ten  fetuses  and  indicated 
f 3s  homozygosity  in  two.  All  these  gene  analyses 
were  proved  to  be  accurate  with  the  subsequent 


hemotologic  phenotyping  of  the  newborn. 

The  advantages  of  this  method  are  numerous: 
it  requires  only  an  amniocentesis;  the  amniocen- 
tesis can  be  carried  out  early  in  the  pregnancy;  the 
analysis  is  rapid,  requiring  only  seven  days.  Its 
major  disadvantage  is  that  only  about  70  to  80% 
of  the  Afro-American  sickle  population  have  the 
13  kb  polymorphism. 

This  type  of  antenatal  analysis  must  be  viewed 
as  a completely  different  order  of  magnitude  in 
antenatal  diagnosis  than  previously  available. 
Sickle  cell  anemia  is  a disorder  of  adult  hemo- 
globin and  the  fetus  functions  primarily  on  fetal 
hemoglobin;  this  test  is  thus  the  diagnosis  of  a 
disorder  before  the  disorder  exists  clinically.  In 
addition,  while  the  antenatal  test  for  sickle  cell 
anemia  takes  advantage  of  linked  polymorphism, 
other  tests  will  soon  evolve  in  which  the  gene 
in  question  will  be  specifically  analyzed  and  in- 
evitably a whole  cornucopia  of  genetic  mutations 
will  be  diagnosable  antenatally. 

| group  life  | 

| INSURANCE  AVAILABLE  3 

fj  The  Delaware  Academy  of  Medicine  offers  a Jf 
fj  life  insurance  plan  of  50,000,  Accidental  jf 
Jj  Death  & Dismemberment,  to  members  work-  jj 
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fj  No  evidence  of  insurability  required  for  new  jf 
Jj  members  as  of  July,  1980.  jf 

jj  A Mailing  regarding  the  above  program  will  jf 
Jj  be  sent  to  all  members  of  the  Academy.  If  jf 
fj  interested  in  obtaining  more  information,  jf 
E please  contact:  jj 

jj  DELAWARE  ACADEMY  OF  MEDICINE  fj 

§ 1925  Lovering  Avenue  t| 

E Wilmington,  Delaware  U 
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'Qditorials 

POLITICS,  THE  AMA,  AND  YOU 

Over  the  past  twenty  years  or  so,  we  have 
witnessed  a remarkable  shift  in  the  interaction 
between  the  broad  field  of  medicine  and  our  ex- 
tensive political  processes.  During  this  same 
time,  there  has  been  a progressive  reduction  in 
the  proportion  of  all  physicians  who  identify 
themselves  with  organized  medicine  at  a national 
level,  viz  the  American  Medical  Association 
(AMA).  It  may  be  that  this  disinclination  for 
AMA  membership  is  the  result  of  AMA  involve- 
ment in  politically  and  economically  sensitive 
issues  and  the  resultant  negotiation  and  com- 
promise that  almost  by  definition  comprise  the 
political  process. 

Despite  their  advantageous  traits  of  intelligence, 
interpersonal  and  problem-solving  skills,  social 
status,  and  charisma,  physicians  have  traditionally 
remained  distant  from  personal  political  activity. 
Even  collectively,  physicians  in  groups  such  as 
the  AMA,  have  traditionally  dealt  with  the  poli- 
tics of  mostly  technical  or  scientific  matters  and 
not  with  issues  of  social  change.  Even  so,  avoid- 
ing charges  of  self-serving  activity  has  not  been 
possible. 

In  the  past,  the  immediate  pressures  of  patient 
care  made  the  political  process  seem  so  distant; 
concern  with  internal  affairs  such  as  professional 
education  and  quality  of  care  seemed  so  much 
more  laudable  than  broader  political  concern,  and 
the  compromises  and  venality  of  the  political 
process  seemed  more  deserving  of  scorn  than  of 
participation  by  physicians.  Today,  political  in- 
volvement is  not  only  condoned  but  increasingly 
necessary.  The  impetus  of  big  government  to 
spread  uniform,  high  quality,  affordable  health 
care  to  the  citizenry  has  created  legislation,  regu- 
lation and  fiat  which  increasingly  intrude  upon 
the  relationship  between  physician  and  patient. 

The  AMA  is  a well-financed,  politically  and 
socially  powerful  voice  of  a still  independent  pro- 
fession. It  speaks  for  physicians  and  their  pa- 
tients in  dialogue  with  the  Federal  Trade  Com- 
mission, the  Food  and  Drug  Administration,  the 
Department  of  Health  and  Human  Services 
(HHS)  (formerly  HEW),  the  chiropractors — the 
list  is  seemingly  endless.  It  also  speaks  to  the 
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public  on  such  issues  as  health  care  cost  con- 
tainment, the  physicians’  voluntary  effort  at  cost 
containment,  and  being  a partner  in  one’s  own 
health  care.  It  coordinates  physician  input  into 
physician  education  at  undergraduate,  graduate, 
and  post  doctoral  levels. 

The  AMA  is  generally  recognized  by  the  public, 
the  media,  and  the  government  as  representing 
the  broad  spectrum  of  the  entire  medical  pro- 
fession. With  direct  representation  from  nearly 
all  major  specialty  societies,  the  AMA  is  no 
longer  simply  a federation  of  state  societies,  and 
is  truly  representative  of  physicians’  views  re- 
gardless of  their  specialty,  type  of  practice,  or 
affiliation  with  government,  academic,  private  en- 
terprise, or  training  status. 

The  AMA  would  be  far  more  efficient  and 
effective  if  it  were  not  so  exasperatingly  demo- 
cratic and  representative  in  its  operation.  It  is 
run  by  the  membership’s  elected  delegates  and 
the  delegates’  elected  councilors  and  trustees. 
Although  it  is  criticized  by  many  inside  as  well 
as  outside  of  the  profession  as  being  too  conserva- 
tive in  its  positions,  it  still  angers  many  physicians 
who  see  it  seeking  to  adjust  to  inevitable  social 
changes.  Its  current  positions  on  comprehensive 
and  catastrophic  health  insurance  and  on  chiro- 
practic are  but  two  examples  of  the  impossibility 
of  its  pleasing  the  traditional,  conservative  com- 
ponent of  the  membership.. 

The  physicians  active  in  the  AMA  represent  as 
broad  a range  of  opinion  as  may  be  found 
throughout  the  entire  profession.  Support  for 
AMA  policy  is  almost  never  unanimous;  in  fact 
it  is  often  under  violent  attack  by  some  of  the 
members.  The  point  here  is  that  disagreement  by 
an  individual  physician  with  the  AMA  position 
on  some  issues  is  factually  and  politically  un- 
realistic as  an  explanation  for  non-membership. 
The  AMA  is  a prime  example  of  the  best  and 
worst  of  all  forms  of  government,  a democracy. 
Its  positions  are  publicly  debated  and  publicly 
voted  by  its  delegates  who  vote  their  consciences 
as  necessarily  influenced  by  the  entire  member- 
ship as  well  as  by  their  constituents’  interests. 

Non-members  contribute  to  weakening  their 
own  position  in  AMA  policy,  and  strengthening 
that  of  their  adversaries;  such  is  the  natural  con- 
sequence in  a democracy  of  failure  to  vote.  Phy- 
sicians who  “opt  out”  do  in  fact  still  benefit 
from  AMA  advocacy  on  many  issues  clearly  in 
the  best  interest  of  them  and  their  patients,  while 
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themselves  returning  little  in  the  way  of  advice 
and  interest  to  their  professional  organization. 

There  are  208,600  dues-paying  AMA  mem- 
bers “carrying  the  ball”  for  468,000  active  phy- 
sicians across  the  country.  A total  of  169,700 
physicians  belong  to  neither  their  state  society 
nor  the  AMA;  77,300  are  members  of  their  state 
societies  but  not  AMA  members.  In  Delaware, 
48%  of  the  members  of  the  Medical  Societies  of 
Delaware  are  also  AMA  members.  There  should 
be  more. 

With  over  260  medical  organizations  compet- 
ing for  physicians’  allegiance,  time,  and  dues, 
the  fragmentation  of  the  profession  is  apparent. 
To  speak  with  one  voice,  for  doctors  in  practice 
and  for  their  patients,  for  physicians  in  training, 
research,  education,  the  military  or  other  govern- 
ment service,  or  in  retirement,  the  AMA  fills  a 
vital  role  for  which  there  is  simply  no  other 
capable  agent.  Its  members  are  working  hard 
for  you.  You  owe  it  to  yourself  to  support  the 
AMA  with  your  membership,  your  opinions,  and 
your  dues. 
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“Ask  the 
Doctor” 


Impaired 

Physicians 

Program 


Maryland 
Interdisciplinary 
Council  for  Children 
and  Adolescents 


American  College 
of  Radiology 


Medical  Aspects  of 
Sports  Seminar 


Speakers  for  January  1981  on  the  Tuesday  radio  program  (11:30  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  January  6,  Richard  N.  Hindin, 
M.D.,  What  Does  the  Anesthesiologist  Do?;  January  13,  Ralph  E.  Burdick,  D.O., 
Low  Back  Pain;  January  20,  Susan  L.  Fullemann,  M.D.,  Breast  Cancer;  January 
27,  Albert  Dworkin,  M.D.,  Toxic  Shock  Syndrome. 

DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN?  THE  MEDICAL  SOCIETY 
OF  DELAWARE  CAN  HELP.  Call  Calvin  B.  Hearne,  M.D.,  Chairman  of  the 
Impaired  Physicians  Program,  at  (302)  654-1001. 

CLINICAL  NOTICES  AND  MEETINGS 

The  Maryland  Interdisciplinary  Council  for  Children  and  Adolescents,  a volunteer 
group  of  representatives  from  the  medical,  legal,  educational,  and  social  work  organiza- 
tions of  Maryland,  whose  intent  is  to  assist  its  members  in  better  serving  the  children 
of  Maryland,  will  hold  a seminar  on  DIVORCE  AND  CUSTODY  IN  THE  80’s:  IN 
WHOSE  BEST  INTEREST?  The  Maryland  Psychiatric  Society  designates  this  con- 
tinuing medical  education  program  as  meeting  the  criteria  for  3.5  credit  hours  in 
Category  I of  the  Physicians’  Recognition  Award  of  the  American  Medical  Association. 
This  is  the  Council’s  Third  Annual  Interdisciplinary  Conference,  and  will  be  held 
on  Saturday,  January  24,  1981,  at  the  Sheppard  and  Enoch  Pratt  Hospital,  Ford  Build- 
ing, 6501  North  Charles  Street,  Towson,  Maryland  21204  from  9:00  a.m.  to  12:30  p.m. 
For  further  information,  contact:  Theodore  H.  Kaiser,  M.D.,  Chairperson,  M.I.C.-C.A., 
P.O.  Box  23,  Stevenson,  Maryland  21153.  Telephone  (301)  484-7162. 

The  American  College  of  Radiology  will  hold  the  Nineteenth  National  Conference  on 
Breast  Cancer,  as  part  of  a series  of  meetings  designed  to  foster  a true  interdisciplinary 
approach  to  the  diagnosis,  treatment  and  management  of  breast  cancer,  to  be  held 
at  the  Hotel  Del  Coronado,  San  Diego,  California,  March  9-13,  1981.  It  is  being  co- 
sponsored by  the  American  Cancer  Society,  The  College  of  American  Pathologists, 
and  the  Society  for  the  Study  of  Breast  Disease.  The  1981  Conference  will  feature 
a distinguished  faculty,  drawn  from  various  disciplines  including  diagnostic  radiology 
family  practice,  obstetrics  and  gynecology,  pathology,  plastic  and  reconstructive  surgery, 
and  psychiatry.  The  format  features  panel  discussions,  workshops,  a special  symposium 
on  Benign  Breast  Disease,  proffered  papers,  and  a Women’s  Forum  on  Breast  Cancer. 
The  ACR  certifies  this  continuing  medical  education  offering  meets  the  criteria  for 
Category  I for  33  hours.  For  further  information,  contact:  The  American  College 
of  Radiology,  Breast  Cancer  Conference,  6900  Wisconsin  Avenue,  Chevy  Chase,  Mary- 
land 20015. 

A MEDICAL  ASPECTS  OF  SPORTS  SEMINAR  will  be  sponsored  by  the  Division 
of  Physical  Education,  Athletics  and  Recreation,  the  Division  of  Continuing  Education 
of  the  University  of  Delaware,  and  will  be  cosponsored  by  the  Medical  Society  of  Del- 
aware, to  be  held  on  Saturday,  January  10,  1981,  at  the  John  M.  Clayton  Hall  at  the 
University  of  Delaware,  Newark,  Delaware.  Presentations  and  discussions  on  the  pre- 
vention and  treatment  of  athletic  injuries  and  current  conditioning  techniques  for 
athletes  will  take  place  during  the  seminar.  Team  physicians,  trainers,  managers,  ath- 
letic directors,  coaches,  nurses,  and  other  personnel  involved  with  physical  education 
programs  are  encouraged  to  attend.  The  program  is  acceptable  for  seven  prescribed 
hours  by  the  American  Academy  of  Family  Physicians.  Seven  Continuing  Education 
credits  (CEU)  will  be  available  from  NATA  for  certified  athletic  trainers.  Jefferson 
Medical  College  certifies  that  this  Continuing  Medical  Education  offering  meets  the 
criteria  for  five  credit  hours  in  Category  I of  the  American  Medical  Association  if 
completed  as  designed.  Continuing  Education  credit  has  been  applied  for  through  the 
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Delaware  Nurses’  Association.  For  further  information,  contact:  Nicholas  M.  Biasoto, 
Program  Coordinator,  John  M.  Clayton  Hall,  University  of  Delaware,  Newark,  Dela- 
ware 19711.  Telephone:  (302)  738-1171. 

Cardiovascular  The  Abe  Ravin  Division  of  Cardiovascular  Medicine  at  Rose  Medical  Center  and  the 
Medicine  American  Heart  Association  are  cosponsoring  a meeting  entitled  “BEDSIDE  AP- 
PROACH TO  CARDIAC  DISEASE”  on  February  24-28,  1981.  in  Keyston,  Colorado. 
Category  I credit  and  AAFP  prescribed  credit  are  offered.  For  further  information, 
contact:  Dorothy  M.  Bailey,  Office  of  Education,  Rose  Medical  Center,  4567  East  Ninth 
Avenue,  Denver,  Colorado  80220.  Telephone:  (303)  320-2102. 


Update  for  A NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR  will  be  held  March 
Practitioners  19-21,  1981,  at  the  Las  Vegas  Hilton,  Las  Vegas,  Nevada.  It  is  being  sponsored  by  the 
Division  of  Continuing  Education  and  the  Department  of  Pediatrics  of  The  University 
of  Texas  Health  Science  Center  at  Dallas.  The  seminar  meets  the  criteria  for  15  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AM  A and  15  hours 
of  LCCME  Category  I CME  credit.  For  further  information,  contact:  Dr.  John  D. 
Nelson,  Department  of  Pediatrics,  The  University  of  Texas  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Boulevard,  Dallas,  Texas  75235.  Telephone:  (214)  688-3439. 


American  Society  The  American  Society  for  Surgery  of  the  Hand  will  hold  courses  dealing  with  Hand 
for  Surgery  Rehabilitation  correlated  with  Hand  Surgery  on  March  25-28,  1981,  at  the  Benjamin 
of  the  Hand  Franklin  Hotel,  Philadelphia,  Pennsylvania;  DIFFICULT  RECONSTRUCTIVE  PROB- 
LEMS IN  HAND  SURGERY,  on  March  28-April  4,  1981,  at  the  Mark  Resort,  Vail, 
Colorado;  and  on  April  5-8,  1981 , DIFFICULT  PROBLEMS  IN  HAND  SURGERY,  at 
the  Hyatt  Hotel,  Indianapolis,  Indiana. 


MODERN  MEDICAL 

OFFICES 

THE  PLAZA  2600  square  feet 

THE  VAN  BUREN  MEDICAL  CENTER  1700  square  feet 
ELECTRA  ARMS  8000  square  feet 

The  Office  Leasing 

People 

Patterson  Schwartz 

Realtors 


913  Delaware  Avenue, 
Wilmington,  Delaware 
19806 

(302)  656-3141 
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Stroke  and  Cerebral 
Circulation 


Conference  on 
the  Beach 


International 
Academy  of 
Pathology 


AMA  Department 
of  Negotiations 
Seminars 


Postgraduate 
Conference  on 
“Pediatric 
Springfest” 


Winter  Course 


THE  SIXTH  INTERNATIONAL  JOINT  CONFERENCE  ON  STROKE  AND  CERE- 
BRAL CIRCULATION  will  be  held  February  12-14,  1981,  at  the  Century  Plaza  Hotel, 
Los  Angeles,  California.  For  further  information,  contact:  Mrs.  Gerri  Paul,  American 
Heart  Association  of  Delaware,  Inc.,  Four  Trolley  Square,  Delaware  Avenue  and  Du 
Pont  Street,  Wilmington,  Delaware  19806.  Telephone:  (302)  654-5269. 

CONFERENCE  ON  THE  BEACH  SECOND  ANNUAL  FAMILY  PRACTICE  UP- 
DATE will  be  held  February  16-21,  1981,  at  the  Daytona  Hilton,  Daytona  Beach, 
Florida.  It  is  being  sponsored  by  the  Halifax  Hospital  Family  Practice  Residency 
Program  and  the  University  of  South  Florida  College  of  Medicine.  The  conference 
will  cover  internal  medicine,  pediatrics,  sports  medicine,  and  sexuality-related  problems. 
The  primary  focus  of  the  presentations  will  be  the  adolescent  and  young  adult  office 
patient.  It  is  acceptable  for  26  prescribed  hours  by  the  American  Academy  of  Family 
Physicians;  “Mandatory”  FMA;  and  Category  I AMA  CME  credit  hours.  For  further 
information,  contact:  Ken  Mead,  Coordinator,  Conference  on  the  Beach,  P.O.  Box 
9054,  Daytona  Beach,  Florida  32020.  Telephone:  (904)  258-1611,  Extension  2058. 

The  70th  Annual  Meeting  of  the  United  States-Canadian  Division  of  the  International 
Academy  of  Pathology  will  be  held  at  the  Palmer  House,  Chicago,  Illinois,  March  2-6, 
1981.  The  Maude  Abbott  Lecture  will  be  THE  IMPACT  OF  TIME  ON  THE  DIAG- 
NOSIS AND  TREATMENT  OF  CANCER:  1936-1981.  For  further  information, 
contact:  Dr.  Nathan  Kaufman,  Secretary-Treasurer,  United  States-Canadian  Division 
of  the  International  Academy  of  Pathology,  1003  Chafee  Avenue,  Augusta,  Georgia 
30904.  Telephone:  (404)  724-2973. 

A three-day  1981  INTRODUCTORY  SEMINAR  FOR  PHYSICIAN  NEGOTIATORS 
and  one  ADVANCED  SEMINAR  FOR  PHYSICIAN  NEGOTIATORS  will  be  pre- 
sented by  the  AMA  Department  of  Negotiations.  The  plans  for  1981  also  include 
continuing  the  cosponsored  seminars  on  negotiations  with  state,  county,  and  specialty 
medical  societies,  and  presenting  the  FOURTH  ANNUAL  CONFERENCE  FOR  PHY- 
SICIAN NEGOTIATORS.  The  three-day  negotiations  educational  program  is  designed 
to  develop  negotiating  knowledge  and  skill  for  conflict  resolution  associated  with  phy- 
sicians’ or  medical  society  executives’  professional  relationships  with  colleagues,  pa- 
tients, hospital  administrations  and  governing  bodies,  health  planning  and  other  govern- 
ment agencies,  and  third-party  payers.  This  seminar  places  emphasis  on  the  process, 
rules,  procedures,  and  techniques  of  negotiations  and  development  of  skills  by  partici- 
pation in  negotiations  exercises.  The  introductory  seminars  will  be  presented  on  March 
19-21,  1981,  in  Cincinnati,  Ohio,  and  on  September  10-12,  1981,  in  San  Diego,  Cali- 
fornia. An  ADVANCED  SEMINAR  FOR  PHYSICIAN  NEGOTIATORS,  limited 
to  those  who  have  attended  one  of  the  introductory  negotiations  programs  presented 
or  cosponsored  by  the  AMA  already  mentioned,  will  be  presented  on  May  21-23,  1981, 
in  New  York  City.  This  seminar  is  a continuing  education  program  for  improving 
ability,  and  performance  skill  in  negotiations.  For  further  information  or  to  register, 
contact  J.  Paige  Clousson,  Department  Director,  Department  of  Negotiations,  American 
Medical  Association.  Telephone:  (312>  751-6652. 

The  Department  of  Pediatrics  of  the  Medical  College  of  Virginia  will  hold  its  annual 
postgraduate  conference,  “PEDIATRIC  SPRINGFEST,”  on  April  24-26,  1981.  The 
course  will  be  held  at  the  Williamsburg  Hilton  and  National  Conference  Center, 
Williamsburg,  Virginia.  Guest  faculty  will  include  Drs.  William  Daniel,  Avroy  Fana- 
roff,  and  Jack  Paradise.  For  additional  information,  contact:  Dawn  G.  Mueller,  M.D. 
MCV  Station,  Box  276,  Richmond,  Virginia  23298. 

The  Delaware  Academy  of  Family  Physicians,  in  combination  with  the  Jefferson  Medi- 
cal College  of  Thomas  Jefferson  University,  and  the  Wilmington  Medical  Center,  Inc., 
is  presenting  THE  WINTER  COURSE,  1981,  which  will  take  place  on  ten  consecutive 
Wednesdays,  from  January  14  through  March  18,  1981,  from  1:00-4:00  p.m.,  at  Saint 
Francis  Hospital  Conference  Center,  8th  and  Du  Pont  Streets,  Wilmington,  Delaware. 
This  program  is  acceptable  for  thirty  prescribed  hours  by  the  American  Academy  of 
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Family  Physicians.  The  course  has  a new  format  which  includes  medicine  and  psy- 
chiatry. The  various  programs  will  include  discussions  on  teenage  sexuality,  manage- 
ment of  sexually  transmitted  diseases,  a street  drugs  update,  as  well  as  presentations 
on  headache,  drug  management  of  anxiety  and  depression,  eye  problems,  and  office 
dermatology.  For  additional  information  on  enrollment,  please  contact:  the  Delaware 
Academy  of  Family  Physicians,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 
Telephone:  (302)  658-7596. 


CLASSIFIED  AD  SECTION 

Classified  Ads  are  limited  to  use  by  members  only  on  a one-time  basis.  Advertisements  under  the  Classi- 
fied Ad  Section  should  be  30  words  or  less,  set  solid.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue.  Call  the  Journal 
office,  658-7596  for  further  information. 

Classified  advertisements  of  a professional  nature  are  free  to  members  on  a one-time  basis. 


UROLOGIST:  Seeking  a position  in  Delaware. 
Available  now.  For  further  information,  contact: 
the  Medical  Society  of  Delaware.  Telephone:  (302) 
658-7596. 

INTERNIST:  30-year-old  university-trained  intern- 
ist seeks  part-time  position  in  Wilmington  area  in 
primary  care  practice.  Available  evenings  and 
weekends.  For  further  information,  contact:  the 


Medical  Society  of  Delaware.  Telephone  (302) 
658-7596. 

INTERNIST/CARDIOLOGIST:  ABIM  certified, 

at  present  in  practice.  Would  like  to  relocate  to 
Wilmington,  Delaware.  Available  immediately.  For 
further  information,  contact:  the  Medical  Society  of 
Delaware.  Telephone:  (302)  658-7596. 


The  Doctor’s  Bag 

1 320  Washington  Street 
Wilmington,  DE  19801 
(302)  654-9976 


There  is  an  alternative  to 
drugs  in  fighting  the  battle 
against  pain. 

Many  medical  professionals 
agree  that  drugs,  with  their 
known  side  effects,  are  not 
always  the  best  weapon  to 
combat  pain.  There  is  an 
alternative:  Transcutaneous 
Electrical  Nerve  Stimulation 
(TENS).  Helping  to  manage  pain 
electronically. 

Stimtech  is  a leading 
manufacturer  of  a full  line  of 
TENS  devices  and  accessories. 


Caution:  Federal  Law  (U.S.A.)  restricts 
this  device  to  sale  by,  or  on  the  order  of,  a 
physician.  Warnings:  For  external  use 
only.  TENS  devices  can  affect  the  opera- 
tion of  cardiac  pacemakers;  not  recom- 
mended for  use  by  patients  with  known 
myocardial  disease  or  arrhythmias,  with- 
out physician  evaluation.  Do  not  stimu- 
late the  eye  area.  Do  not  stimulate  over 
the  carotid  sinus  nerves,- laryngeal,  or 
pharyngeal  muscles.  Do  not  allow  chil- 
dren to  operate  TENS  devices  without 
adequate  adult  supervision.  Avoid  abrupt 
changes  of  stimulator  controls  while 
operating  dangerous  machinery.  Contra- 
indications: Absolute  contradindications 


In  addition  to  the  STIMPULSE™ 
and  STIMETTE™  Stimulators 
shown  here,  The  Doctor’s  Bag 
carries  the  complete  range  of 
Stimtech  single  and  multiple 
output  channel  TENS  devices  and 
Stimtech  accessories. 

And  The  Doctor’s  Bag  offers  a 
lease  program  for  patients 
requiring  stimulators,  with  100% 
of  the  first  month’s  rental 
applicable  to  the  purchase  price. 
Call  The  Doctor’s  Bag  today  and 
get  the  full  story  on  how  TENS 
therapy  can  help  you  and  your 
patient-s. 


have  not  been  established.  Precautions: 
Safety  of  stimulation  has  not  been 
established  during  pregnancy  or  delivery. 
Exercise  caution  when  stimulating  facial 
areas:  Do  not  stimulate  the  eye  area. 
STIMTECH1'  Stimulators  should  only  be 
used  with  electrodes  and  accessories 
provided  by  STIMTECH,  INC.  Use  the 
STIMTECH®  Stimulator  only  for  that  pain 
problem  for  which  it  is  prescribed.  Turn 
the  stimulator  power  off  before  removing 
or  applying  electrodes.  Side  Effects: 
Possible  skin  irritation  beneath  or  around 
electrode  site.  If  skin  irritation  occurs, 
consult  your  physician. 

©Stimtech,  Inc.  1978  Printed  in  U.S.A. 
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